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An index of major subjects and sections where they can be found is shown below. Acronyms and form
numbers are found first, followed by an ailphabetical listing of subjects.
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MCIN 13
MC 272
MC 273
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SECTION
B, C

B, C-7
C-3,C4

C-4,C-5

C4,C5
c4

c4

B-2, C-4
B-2, C-4
C-2,C-4
C-2,C4

c-4,C-7
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SP-DED
SSA

UWA

C-2
B.D
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c-2.

MANUAL LETTER NO.: 142 DATE: §EB @ 6 1995

INDEX-2




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL
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CWD Procedures, Overview of
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Disability Evaluations, Federal
Disability Evaluations, State
Disability Requirements, Federal
Disability Requirements, State
Disabled, Decision of

Disabled Former SSI/SSP Recipients
District Coordinator for HIV Forms
Forms
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Good Cause
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Limited Referral Packet
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INDEX

SUBJECT A SECTION
Medical Deferment D
Medi-Cal Liaison List C-4, C-7
No Determination Codes : Cc-8
No Determination Decisions c-8
Not Disabled, Decision of ' Cc-8
Pending Disability Cases c-4, C-7
Pickle | C-1
Presumptive Disability C-3
Processing SP-DED Decisions Cc-8
Quarterly Computer Status List c-4, C-7
Questions and Inquiries on Cases . c7
Railroad Reﬁfement Board Disability Cc-6
Redeterminations C-9
Reevaluations c-9
Reexaminations Cc-9
Reporting Changes to SP-DED Cc-7
Reporting Problems  c7

. Resubmitted Cases, Chart For Cc-s
Retroactive Medi-Cal C-1,C-6
Sending Packet to SP-DED C-6
SGA Worksheet c-2
Signature Requirements, DHS 7035A/C C-3
Signature Requifements, MC 220 C-3,C-4
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INDEX

SUBJECT SECTION

SP-DED Addresses Cc-7

SSA Decisions C-1

Unsuccessful Work Attempts C-2

Work Activity Report c-2

Z-Cases | c-8
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GLOSSARY OF ACRONYMS
ABD Aid to the Blind and Disabled
AIDS Acquired immunodeficiency Syndrome
ALJ ‘Administrative Law Judge
AR Authorized Representative
ARC AIDS Related Complex
CCR California Code of Regulations (Title 22)
CFR Code of Federal Regulations
CWD County Welfare Department
CwiDL County Welfare Directors Letter
DC Disabled Child
DEA Disability Evaluation Analyst
DED Disability Evaluation Division
DHS Department of. Health Services
DOB Date of Birth
DOT Dictionary of Occupational Titles
DSS Department of Social Services
- EW Eligibility Worker
FP-DED : Federal Programs-Disability Evaluation Division
HCFA Health Care Financing Administration
Hiv Human Immunodeficiency Virus
IHSS in-Home Supportive Services
IRCA Immigration Reform and Control Act
IRWE Impairment-Related Work Expenses
LASPB Los Angeles State Programs Branch
MC Medi-Cal ' :
MC ; Medical Consultant
MCIN Medi-Cal Information Notice
MEB Medi-Cal Eligibility Branch
MEPM Medi-Cal Eligibility Procedures Manual
NOA Notice of Action
OBRA Omnibus Budget Reconciliation Act
OSPB Oakland State Programs Branch
PD Presumptive Disability
RRB Railroad Retirement Board
RSDI Retirement, Survivors and Disability Insurance (Title 1)
SAWS Statewide Automated Welfare System
SDIi State Disability Insurance
SGA Substantial Gainful Activity
soC Share of Cost
SP-DED State Programs-Disability Evaluation Division
SSA Social Security Administration
SSI/SSP Supplemental Security Income/State Supplementary Program (Title XVI)
SSN Social Security Number '
UWA Unsuccessful Work Attempt
VA Veterans Administration
VR Vocational Rehabilitation
wC Workers’ Compensation
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22A - INTRODUCTION TO THE DISABILITY PROGRAM

Methods for confirming disability are listed in the Califomia Code of Reguiations, Title 22,
Section 50167(a)(1). (A) through (B). The following describes disability requirements for federal disability
under Social Security and state disability under Medi-Cal.

1. FEDERAL DISABILITY REQUIREMENTS (Title 22, Section 50223)

A ADULT:

Federal law defines a person 18 years or older as disabled i the Social Security
Administration’s (SSA’s) disability criteria for Title ll, Retirement, Survivors and Disability
Insurance (RSDI), or Title XV1, Supplemental Security income (SSI), are met.

Title Il (RSDI) Benefits SSA administers monthly payments to aged, blind
and disabled persons who have _previously
worked and have sufficient work quarters.

Titie XV1 (SSI) Benefits SSA administers monthly payments to aged, blind
and disabled (ABD) persons whose income and
resources are below certain limits.

'B.  CHIDREN

Children under 18 years old are disabled ¥ they have a medically determinable physical or
mental impairment which meets the SSI Disabled Child criteria.

C.  SSADEFINITIONS

Disability . Federal law defines disability as “the inability to
engage in any Substantial Gainful Activity (SGA)
by reason of any medically determinable physical
or mental impairment which can be expected to
result in death or has lasted or can be expected
to last for a continuous period of not less than 12
months®.

Substantial Gainful Activity (SGA) SGA means work that (a) involves doing
A significant and productive physical or mental
duties; and {b) is done, or intended, for pay or

profit

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 KAY 27 73 22A1
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20‘

STATE DISABILITY REQUIREMENTS (Title 22, Sections 50203 and 50223)

State law requires that Medi-Cal clients, aged 21 to 64 who allege disability, have their eligibility
evaluated under the Aged, Blind, and Disabled-Medically Needy (ABD-MN), Title XIX program. The
SSA disabiity criteria for Title Il /Title XV are used to evaluate disability for ABD-MN.

The disabiity evaluation process also applies to clients who are eligible and linked to other
programs (Aid to Families with Dependent Children-Medically Needy, Medically indigent Children,
etc.), who allege disability and who choose to go through this process.

The ABD-MN program is 50 percent federally funded and allows clients to have greater income
deductions which may lower or eliminate their Share of Cost (SOC).

OTHER DISABILITY PROGRAMS
Disability established under other programs such as State bisability Insurance (SDI), Veterans’
Benefits, Workers’ Compensation, etc., DOES NOT establish disability for Medi-Cal. Recipients of

such benefits who apply for Medi-Cal disability, who meet income and resource requirements, must
have their claim sent to SP-DED for a disability decision. :

&

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 KAY
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22B — AGENCIES INVOLVED IN THE DISABILITY EVALUATION PROCESS

The roles of various government agencies invoived in the disability evaluation process'are provided below.

1.

4.

SOCIAL SECURITY ADMINISTRATION (SSA) AND FEvDERAL PROGRAMS -
DISABILITY EVALUATION DIVISION (FP-DED)

The Social Security Administration (SSA) contracts with the Disability Evaluation Division (DED) of
the state Department of Social Services to perform medical determinations of disability.- There are
two components of DED: Federal Programs (FP) Branches determine disability for SSA’s Title Il
program and Titie XV1, the Supplemental Security iIncome (SSI) program and State Programs (SP)
Branches determine disability for Title XIX, Medi-Cal, using SSA’s criteria for disability under SSI.

Disability Evaluation Analysts in Federal Programs-DED (FP-DED) are responsible for obtaining
medical and vocational documentation, ordering consultative examinations, evaluating medical
evidence and work and /or social history, and making a disabgity determination along with a Medical
Consuitant.

HEALTH CARE FINANCING ADMINISTRATION (HCFA)

HCFA administers the Medicaid program and sets forth the federal regulations for its
implementation. HCFA has designated the state Department of Health Services (DHS) to oversee
the Medicaid program (Medi-Cal) in California. :

STATE DEPARTMENT OF HEALTH SERVICES (DHS)

DHS is responsible for implementing federal regulations, developing policies and procedures, and
providing guidance to ensure compliance with regulations. DHS contracts with State Programs-DED
(SP-DED) to do disability evaluations for those applying for Medi-Cal as a blind or disabled person.

DHS works with county welfare departments (CWDs) to ensure that Medi-Cal applications based
on disability are processed timely between SP-DED and CWDs.

STATE PROGRAMS-DED (SP-DED)

The State Programs-DED located in Los Angeles and Oakland determine disabiity for Title XIX,
Medi-Cal, using SSA's criteria for disability under SSI. SP-DED does disability evaluations for clients
applying at CWD for the Aged, Blind and Disabled-Medically Needy (ABD-MN) program. Disability
criteria are the same for federal and state DED staff. Upon completion of the disability evaluation
of a blind or disabled client, the CWD is advised of the decision so that the Medi-Cal claim

processing may be compieted.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 EAY 27 1994 22B-1




MEDI-CAL ELIGIBILITY MANUAL

S. COUNTY WELFARE DEPARTMENT (CWD)

Whereas SP-DED is responsible for the medical determination of disability, the CWD is responsible
for the non-medical portion of determining eligibility for Medi-Cal disability.

The following steps should be followed by CWDs when a Medi-Cal client claims to be disabled or
blind, either verbally or in writing, such as in the Statement of Facts (MC 210), Status Report (MC

1768), or a letter:

Document In case record how disability was evaluated.

Confirm | : Disability, using methods listed in Titie 22, Section
. 50167(a)(1); (a) through (c).-

Refer : ’ Client to SSA or SP-DED # disablity is not

confirmed by methods listed in Title 22, Section
50167 (a) (1), (a) through (c).

Review MC 223 to decide if a prior disability decision was
' made by SSA. If yes, responsiblility for a current
evaluation May belong to SSA and client may be

referred back to SSA.

An MC Information Notice 13 and a denial notice
of action (NOA), if applicable, must be provided
to client to take to SSA.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 &Y 27 P9 2282
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This section lists the various activities the County Welfare Department (CWD) performs in processing claims
for Medi-Cal disabiity. The major CWD activities are. listed in separate sections (22 C-1 to C-9) which
provide a more comprehensive discussion and instructions for implementation.

C-17.

c-2

C3.

C5.

C-7.

C-S.

22C — COUNTY WELFARE DEPARTMENT PROCEDURES

Referring Disabiiity Applications To SSA
Or SP-DED

Determining Substantisl Gainful Activity
SGA)

Determining Presumptive Disability (PD)

Completing Disability Evaluation Forms

. Providing CWD Worker Observations

Assembling And Sending SP-DED

Communicating With SP-DED And DHS
About Changes And Status

Processing SP-DED Decisions

Prabcssing Reexaminations,
Redeterminations And Reevaluations

‘recipients, and Rairoad Retirement Board

Specifies circumstances in which disabiity
applications are referred to SSA or accepted by
CWD for referral to SP-DED.

Provides criteria and instructions on processing
in SGA.

Provides criteria and procedures for determining
#f a client can granted PD. Includes detaided
criteria for clients with Human Immunodeficiency
Virus (HIV) infection.

Provides a list_of forms used in the disability
evaluation process. includes instructions on the
use of the forms.

Provides background on the importance of CWD
observations and how they can be provided to .
SP-DED. Includes a form which can be used to
provide observations to SP-DED.

Discusses limited and full packet situations,
retroactive Medi-Cal requests, prior SSI/SSP

disabiiity claims.

Provides instructions for notifying SP-DED about
changes which occur during claim development
and use of status information reports provided by
SP-DED. Discusses methods to communicate
with DHS.

Provides information on allowance, denial and no
determination decisions. Inciudes instructions on
CWD actions to be taken upon receipt of
SP-DED’s decision.

Provides criteria and instructions on how
reexaminations, redeterminations and
reevaluations should be processed.

SECTION: 850167, 50223
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22 C-1 - REFERRING DISABILITY APPLICATIONS TO SSA OR SP-DED

BACKGROUND

The 1990 revisions to CFR 435.541 specify the situations when client must be referred back
to the Social Security Administration (SSA) to apply for disability benefits, or be allowed 1o file
a Medi-Cal application based on disability. Therefore, it is very important that CWDs carefully
review the MC 223 (Applicant’s Supplemental Statement of Facts for Medi-Cal) to determine
who has jurisdiction over an application for disability benefits.

NOTE: A chart at the end of this section identifies situations when a client is referred to SSA
or SP-DED after/during SSA’s decision-on a-disability claim.

When a Medi-Cal application based on disability is accepted from client, optional form

MC 017/MC 017 (Sp) may be given to client. This informational form gives client.an overview
of what can be expected when a disability application is filed.

FEDERAL DISABILITY EVALUATION BY SSA
A. Guidelines For Referring Client To SSA

SSA refers case to FP-DED for a disability evaluation in the following situations. (Refer
to SSA/SP-DED chart at the end of this section to determine when to refer client to

SSA.)
SSA Has Denied Disability Client must ask SSA to "reconsider™ a previous
Status Within The Previous 60 denial action, as client has 60 days to appeal
Days SSA'’s decision. CWD will deny the Medi-Cal
application.
If client has a reconsideration request pending
with SSA, CWD will deny the Medi-Cal
application.
SSA Has Denied Disability 1. Client must ask SSA to "reopen” the
Status More Than 60 days But previous evaluation. At its discretion,
Within One Year Of Current SSA may or may not "reopen” the
Date claim. CWD will deny the Medi-Cal
application. -
2. If client’s same condition has changed

or worsened, CWD must refer client
back to SSA. CWD will deny the
Medi-Cal application.

SECTION: 50167, 50223 MANUAL LETTER NO.: 142 paTE: FEB O 6 19992c.1.1
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SSA Denied Claim More Than
One Year Before The Current
Date

B. Special Handling of Federal Decisions

3. . If SSA denied the disability claim after
reopening the previous decision, SSA’s -
decision would be controlling over
Medi-Cal. CWD will deny the Medi-Cal
application.

If client does not allege that the same condition
has worsened OR that there is a new condition,
client will be asked to file a new application
with SSA. CWD will deny the Medi-Cal
application.

The following specifies situaiions when CWD can rescind a prior Medi-Cal denial, after
following the 1980 Regulations which require that a Medi-Cal application be denied and

client referred back to SSA.

SSA Approves Disability After
Originally Denying Claim

CWD will RESCIND prior Medi-Cal denial and
approve Medi-Cal, if otherwise eligible. New
application or referral to SP-DED not needed if
SSA’s -disability onset date coincides with
request for Medi-Cal coverage.

If retro Medi-Cal is needed, send full packet.
Include SSA award letter. In item 5 of
MC 221, indicate initial Medi-Cal application
date (before client was referred to SSA) to
protect client’s original filing date and specify
"client was originally denied and referred to
SSA for reopening”™ in item 10 (Comments
section) of MC 221.

‘NOTE: Request for retro onset must be made

within one year of the month for which
retroactive coverage is requested.

3. STATE DISABILITY EVALUATION BY SP-DED FOR MEDI-CAL

The following are guidelines for determining who should and should not be referred to SP-DED
for a Medi-Cal disability evaluation. {Refer to SSA/ SP-DED chart at the end of this section to
determine when to refer claim to SP-DED after/during SSA’s decision on a disability claim.)

SECTION: 50167, 50223
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A. Who Should NOT Be Referred To SP-DED

Incapacity Or Pregnancy
Verification

Prior SP-DED Decision -
Disabled

Prior SP-DED Decision -
Not Disabled

Other Factors Causing
Ineligibility

Refusal To Be Evaluated

Prior SSA Decision-Not
Disabled

Do not refer clients to request verification of
incapacity or pregnancy

Do not refer client who has had a decision
made within the past 12 months unless the
reexamination date has passed, or there is an
indication that the medical condition has
improved.

Do not refer client who has had a claim
denied within the past 80 days. Client should
be advised of the appeal process.

However, if CWD believes that the SP-DED
denial is incorrect, the case may be sent back
for a reevaluation within 90 days, as
discussed in C-9.

Do not refer client who CLEARLY does not
meet other eligibility factors, such as state
residence or resource limits, or if there are
questions about other verifications. Otherwise,
if DED packet is complete,'send it while other
eligibility factors are being verified.

Do not refer client who refuses to be evaluated,
as any client has the right to refuse to be
evaluated for a disability.

CWD should discuss the possibility of a
disability referral with clients who appear to be
disabled but who have not requested a
disability evaluation.

Examplc: Client is confined to a wheelchair, or
has difficulty walking, standing or sitting; the
individual seems disoriented, or shows extreme
emotional distress.

Do not refer clients to SP-DED who were
denied disability status by SSA:

1. Within 60 days: refer to SSA for a
reconsideration.

SECTION: 50167, 50223
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2. Within 12 months: client alleges same
condition worsened; does not allege a
new condition; did not ask SSA to
reopen claim.

3. More than one year ago: client does
not allege the same condition has
worsened - or that there is a new

condition.

4. At any time: when client appealed
denial and decision on appealed claim is
pending.

B. Who SHOULD BE Referred To SP-DED
No Prior SSA Evaluation Client’s disability has never been evaluated by

SSA.

SSA Application Status Is Client’s application for RSDI (Title 1) or SSI

Unknown Or Pending {Title XVI) is pending or client does not know
status of claim. -

SSA Application Denied Client’s application for SSl is denied for excess

Because of Excess income/resources and client has proof of such,

Income/Resources and client meets income/resource requirements
for Medi-Cal.

SSA Approved Claim SSA has set a specific onset date as the start
. of disability, and client is requesting retroactive
Medi-Cal coverage prior to that onset date.

SSA Denied Claim 1. SSA denied claim within 12 months,
alleges new condition not considered by
SSA, has not reapplied with SSA.

2. SSA denied claim over 12 months ago,
same condition worsened, has not
reapplied with SSA.

3. SSA denied claim over 12 months ago,
has new condition not considered by
SSA, has not reapplied with SSA.

SECTION: 50167, 50223  MANUAL LETTER NO.: 142 DATE: FEB 0 6 159522C-1.4
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SSA Discontinued Claim

SSA Refuses To Reopen Claim

Railroad  Retirement Board

(RRBJ Disability

Medi-Cal Denied Claim

Former SS/ Recipient, 65 Years
Or Older

In-Home Supportive Services
(IHSS)

Omnibus Budget Reconciliation
Act (OBRA)

SSA discontinued SSI benefits for reasons
other than disability and client still has the
medical condition which was the basis for the
SSI decision.

SSA, at its discretion, refuses to accept a
reopening request, and client returns to apply
for Medi-Cal disability.

RRB determined Occupational Disability only.

Client was denied Disabled-MN benefits for
failure to cooperate with SP-DED and good
cause is established.

An evaluation for former blind SSI/SSP
recipients may be necessary even if client
reached age 65 or has already been determined
disabled. Under the Pickle-:Amendment to the
Social Security Act, blind individuals are
entitied to a higher SSI/SSP payment ievel than
disabled or aged persons.

Indicate "Pickle Person” on the MC 221 under
"Type of Referral” or packet may be rejected as
unnecessary. .

An applicant for IHSS who is NOT receiving SSI
must have an independent evaluation of
disability performed by SP-DED.

OBRA provides restricted Medi-Cal benefits to
otherwise " eligible aliens who are not in a
satisfactory immigration status.

SECTION: 50167, 50223
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SSA/SP-DED CLIENT REFERRAL CHART

Iterns 5 to 5D of the MC 223, Applicant’s Supplemental Statement of Facts For Medi-Cal, identify whether
client has applied for Social Security or SSI disability benefits in the past two years. Client’s responses
determine whether a disability claim is referred to SSA or SP-DED. The following chart helps to identify
where the claim should be referred.

CLIENT STATUS SITUATION QUESTIONS AND ANSWERS ssaA SP-DED
1. Did Not Apoly Q5 = No X
2. Appied Appication Ststus Unknown or Pending QS = Yes X

Q S5A = Unknown/Pending
3. Allowed/Denied Decision On Appesl Q5 = Yes X
Q SA = On Appeal
4. ABowed Has SSA sward letter proving casrent recept of benefits. Q SA = Approved None None
5. Alowed H.SAnadewwdm Q SA = Approved X
Nesds retro Meds-Cal.
6. Denisd Has SSA letter proving denial based on i and/or Q SA= Dermed X
resources.
7. Denied wmmmm Did not ask SSA to Q SB = Date witrun 60 days. X
u nous denial.
8. Denied Dﬁduﬂiﬂzm Alleges worssning of same Q SB = Date withn 12 momhs. X
’ concition. (Provides proof, if condition now meets QS5C = Yes
Presurmptive Dissbility criteria.) hﬂmdSSAwm
provious denial.
9. Denisd Denial within 12 months. H.SSAbumSA Q SB = Date withwn 12 months. X

' retusal to recpen previous denial.

10. Denied Denisl within 12 months. Alleges new condition not Q SB = Date within 12 months. X
considered by SSA. Has not respoiied with SSA. QSD = Yes

11. Denisd Denial within 12 months. Does not allege new condition or Q SB = Dete within 12 months. X
‘worsening of seme condition. Q SC/D= No

12. Denied Denisl over 12 months. Same condition worsened, or has Q 5B = Date over 12 months. X
now madical problem not considered by SSA. Has not QSCD = Yes
veappbed or sppeaied with SSA.

13. Deniad Denial over 12 months. No warsening of same condition, ot Q SB = Date over 12 months. X
has no new medical problems. QSCD = No

10194
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22 C-2 -- DETERMINING SUBSTANTIAL GAINFUL ACTIVITY

1. BACKGROUND

Seclion 435 540 of 42 Code of Federal Regulations (CFR) requires Medi-Cal to use the
Supplemental Secunty Income (SSI) defimtion of disability to decide whether a clientis eligible for

Medi-Cal based on disability.
To be considered disabled, SSi requrres that an indvidual be.

"unable lo engage in Substanhal Gainful Activity (SGA), due to a medically delermined physical or
mental impairment, which 1s expected 1o result in death, or which 1s expected 1o last for a

conlmucus penod of 12 months”

A client who performs SGA 15 not disabled. even if a severe physical or mental impairment exists

2. THE CURRENT SGA AMOUNT

Since the SGA amountis now based on the federal average wage index, the dollar amount may
be adjusled annually

. Using the new formuta, the SGA amount has increased to $830 per month effeclive
January 1, 2005.

NOTE Smce the SGA amount may change annually, future revisions lo the manual regarding

the actual SGA amount will only be reflecled in this section All olher ieferences to the SGA
amount will only stale "Current SGA Amount” and no doliar figure will be noled

3. WHEN TO USE THESE PROCEDURES
Thesce procedures will be used when a chent

. liles for Medr-Cal disability, stales on the MC 223 that he or she 1s working, and has gross
earnings of more than the current SGA amount per month, or

. meels the cntena for Presumptive Disability (PD) but earns over the current SGA amount
per month, PD should not be approved until an SGA delerminalion s made (except as
ndicated in the "notes below)

NOTE. Individuals applying for or enrolled in the 250 Percent Working Disabled (WD) program
must meel the SSI federal detimhon of disabibty except that they may engage in SGA. When
submutting chsability packels lo Slale Proyrams-Disability and Adult Programs Division (SP-
DAPD), the MC 221 (Disabilily Transnuttal Form) must indicale that the case 1s a 250 Percent
WD case. For additional informalion regarding the 250 Percent WD progran. see Seclion 5R of
this manual

NOTE These piocedures do nol apply to clienls who are blind. or to beneficianes who return to
work after disabulity has been approved Il an SGA evalualion was nol perdormed because the
chient alleged Liindness and SP- DAPD found that the client was disabled but not blind. an SGA
evolualion must be performed before ehgibilty as a disabled person can be established

SECTION: 50167, 50223 MANUAL LETTER NO.: 297 DATE: 07/14/05 22C-2.1
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4, PROCEDURES

A

SGA DETERMINATIONS

The EW shall delermine whether a client 1s performing SGA when a clienl has earned
income over the current SGA amount per month. The EW shall*

1

Oblain_ Chent’s gross monthly earnings (if irregular, earnings should
be averaged). Earnings derived from In-Home Supportive
Services are treated as earmned incomne

Determing Whether there are impairment-relaled work expenses
(IRWESs) or subsidies that can reduce earnings below the
SGA amount {IRWEs and Subsiches are discussed further

in this seclion)

Deny Medi-Cal disability application if "net countable earnings”™
arc over the current SGA amount

Submii- A full disabilily packet lo SP-DAPD, including an MC 220,
MC 221,and MC 223, only Il "net countable earnings” do not exceed the current SGA
amourt

Alerl Is sent to SP-DAPD via a DAPD Pending Information Update Form (MC 222)
when a disabilily packet was sent to SP-DAPD and the client is subsequently found
to be engaging n SGA SP-DAPD will stop case development and relurn case to
county of ongin

Work Aclivity Report Form (MC 273, Exhibil 2) should be provided to chent whose
earnings are over the currenl SGA amount to help in making SGA delerminations.

IMPAIRMENT-RELATED WORK EXPENSES

Impairment-related work expenses (IRWEs) are ceitain expenses that are incurred and paid
by an impaired chent o enable him/her to work

1.

SGA Delermmnation

IRWESs can be deducted from gross earnings to arnive al “nel countable earnings™

If "net countable earnings™ are over the current SGA ainount, deny the application.
For self-employment, IRWEs can be deducled from nel mncome, if hot already
deducted from gross income as a business expense.

Example The current SGA amountis 8830 The client earns 31,100 per month and
has $200 worth of IRWESs for special transportation costs to go to work and for
mmedications needed to control a seizure disorder In this example the " net countable
carmngs” are 3900 per monith {31100-200) As "nel countable earnings” ($900) are
more than the cunren! SGA amount, the chent is performing SGA and the application
1s denied

Do NOT apply ABD-MN or AFDC MN/MI earned income deduchions when
determining SGA.

SECTICN. 50167, 50223 MANUAL LETTER NO.: 297 DATE: 07/14/05 22C-2.2
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2. Allowable IRWE Deductions

Deductions are allowed when the following conditions exist:

a.

Disabled client needs the item/service in order to work. The
need must be verified by the prescribing source (e.g., doctor,
Vocational Rehabilitation [VR]). The cost must also be

verified.

Cost is paid by disabled client and not reimbursed by another
source (e.g., Medicare, VR). The cost must be paid in cash,
including checks or money orders, and not in kind.

Expense is "reasonable". It represents comparable charges
for the item/service in the community. Sources such as a
medical supplier or VR may be contacted.

Example: Client states he/she needs an attendant to assist in
activities to prepare for work. Client has a family member perform the
services and is charged $15 per hour. If Personal Care Services
provided through In-Home Supportive Services allows a payment of
$4.25 per hour, only $4.25 per hour should be allowed as a

deduction.

3. Budgeting of IRWE

Payment must be made after client became disabled in order for cost
to be deducted. Payment is computed in the following ways:

a.

b.

Recurring and Non-Recurring IRWEs

1. Recurring costs, such as monthly payments for a
wheelchair: the amount paid monthly is deductible.

2. Non-recurring down payments, or full purchase price

paid for an item: a lump sum payment may be prorated
over 12 months.

Cost Incurred Before or After Work

1. Before work started: Prorate the cost over a 12-month
period; deduct only the balance of the 12 months while
the client is working.

SECTION: 50167, 50223
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Example: Client paid $600 in January for an item.
Work started in April. Prorate the cost over 12 months.
IRWE applies to the balance of the 12 months of
employment, or $50 per month for April through

December.

2. After work ended: Deduct IRWE from the last month
earned income is received.

SECTION: 50167, 50223 MANUAL LETTER NO.: 294 DATE: 01/13/05 22C-2.4
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4. IRWE Categories

DEDUCTIBLE

Attendant Care Services

Performed in work setting or in
process of assisting in
preparations for work, the trip
to/from work and after work (e.g.,
bathing, dressing, cooking,
eating).

Services  which incidentally
benefit the family (e.g., cooking
meal for individual also eaten by
family).

Services performed by a family
member for a cash fee where the
family member suffers an
economic loss by reducing or
terminating work to perform such
services.

Requires verification of duties, of
amount of time spent, that they
were paid for in cash, and that
payment is made on a regular
basis.

Transportation Costs

Structural or operational
modifications to vehicle, needed
to drive to work or be driven to
work, even if also used for
non-work purposes.

Driver assistance or taxicabs
where such special transportation
is not generally required by
unimpaired individuals in the
community.

Mileage expense limited to travel
related to employment.

NON DEDUCTIBLE

Attendant Care Services

Performed on non-workdays or involving
shopping or general homemaking (e.g.,
cleaning, laundry).

Services performed for someone in the
family other than the beneficiary (e.g.,
babysitting).

Services performed by a family member
for a cash fee where the family member
suffers no economic loss.

Transportation Costs

Cost of a vehicle whether modified or not.

Cost of modification to a vehicle not
directly related to the impairment or
critical to the operation of the vehicle
(e.g., paint or decor preferences).

Cost of travel related to obtaining medical
items or services.

SECTION: 50167, 50223
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DEDUCTIBLE

Medical Devices

Wheelchairs, hemodialysis
equipment, pacemakers,
respirators, traction equipment,
braces (arm, leg, neck, back).

Work-Related Equipment and
Assistants

One-handed typewriters, typing
aids (e.g., page-turning
devices), electronic visual aids,
telecommunications devices for
people with hearing impairments
and special work tools.

Expenses for a person who
serves as a reader for a visually
impaired person, expenses for an
interpreter for a deaf person, and
expenses for a job coach.

Prosthesis

Avrtificial hip and artificial
replacement of an arm, leg or
other part of the body.

Residential Modifications

Individual Employed Outside
Home: Modifications to exterior
of house to allow access to
street or transportation (e.g.,
exterior ramps, exterior railings,
pathways, etc.).

Individual Self-Employed at
Home: Modifications made
inside home to accommodate
impairment (e.g., enlargement
of a doorway leading into an
office, etc.).

NON DEDUCTIBLE

Medical Devices

Any device not used for a medical
purpose.

Work-Related Equipment and Assistants

Any work-related device not paid for by
the person with a disability or, in the case
of a self-employed individual, equipment
previously deducted as a business
expense.

Prosthesis

Any prosthetic device that is primarily for
cosmetic purposes.

Residential Modifications

Individual Employed Outside Home:
Modifications to the house primarily
intended to facilitate functioning in the
home environment (e.g., enlargement of
interior door frames, lowering of kitchen
appliances and bathroom facilities, interior
railings, stairway chairlift, etc.).

SECTION: 50167, 50223
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Individual Self-Employed at
Home: Any modification
expenses previously deducted
as a business expense in
determining SGA.

DEDUCTIBLE

Routine Drugs/Medical Services

Regularly prescribed medical
treatment or therapy that is
necessary to control a disabling
condition (even if unsuccessful),
such as anti-convulsion drugs or
blood level monitoring, radiation
treatment or chemotherapy,
corrective surgery for spinal
disorders, anti-depressant
medication, etc. The
physician's fee relating to these
services is deductible.

Diagnostic Procedures

Objective of procedure must be
related to the control, treatment
or evaluation of a disabling
condition (e.g.,
electroencephalograms. brain
scans, etc.).

Non-Medical
Appliances/Devices

In unusual circumstances, when
devices or appliances are
essential for the control of
disabling condition either at home
or in the work setting (e.g., an
electric air cleaner for a client
with severe respiratory disease);
the need is verified by a
physician.

Other Items/Services

Medical supplies of an
expendable nature (e.g.,
incontinence pads, elastic
stockings, catheters).

NON DEDUCTIBLE

Routine Drugs/Medical Services

Drugs and/or medical services used for
only minor physical or mental problems
(e.g., routine physical exams, allergy
treatment, dental exams, optician
services, etc.).

Diagnostic Procedures

Procedures paid for by other sources
(e.g., VR, Medicare) or not related to a
disabling condition (e.g., allergy testing).

Non-Medical Appliances/Devices

Devices used at home or at the office
which are not ordinarily for medical
purposes (e.g., portable room heaters, air
conditioners, humidifiers, dehumidifiers,
etc.) and the client has no verified medical
work-related need.

Other ltems/Services

An exercise bicycle or other device used
for physical fithess unless verified as
necessary by a physician.

SECTION: 50167, 50223
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. The cost of a guide dog, including
food, licenses, and veterinary
services.

C.  SUBSIDIES

An employer may because of a benevolent attitude toward a handicapped individual
subsidize the employee’s earnings by paying more in wages than the reasonable value of
the actual services performed. When this occurs, the excess will be regarded as a
subsidy rather than earnings and should be deducted from the gross earnings.

Subsidies:

1. May involve: giving the impaired worker the same pay but more supervision or
fewer/simpler tasks than other non-impaired workers.

2. May result in: more pay than the actual work is worth. Workers in sheltered
workshops or settings are generally subsidized.

3. Are deducted: from gross earnings to arrive at "net countable earnings" for SGA
eligibility determinations but are not considered an earned income exemption for
budget determinations, once a medical decision is made. They are considered

unearned income.

4, Should be verified: by an employer contact to confirm a subsidy exists and
determine the value of the subsidy.

Example: Employer states that the value of client's work is half the actual earnings. Client
earns $800 per month. As half the work is subsidized, $400 is considered the real value of
work and client is not engaging in SGA. NOTE: $800 is the non-exempt income for CWD
use in computing client's budget.

D. SPECIAL WORK CONSIDERATIONS

If client is forced to stop working after a short time due to an impairment, the work is
generally considered an unsuccessful work attempt (UWA) and earnings from that work

will not show ability to do SGA.
1. UNSUCCESSFUL WORK ATTEMPT (UWA) REQUIREMENTS

All of the following must be present for work to be considered an UWA:

. there is a break in client's employment of 30 days or more, and
. work lasted less than six months, and
. work stopped due to client's impairments.

2. EVALUATING UNSUCCESSFUL WORK ATTEMPTS

The following are examples of possible situations which might be encountered
when evaluating work activity. How the EW analyzes the situation and what
action the EW takes are also provided below.
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EXAMPLE A: Client worked from 12/1/92 to 6/30/94. Work stopped due to his
impairment. He returned to work on 8/5/94 and stopped again on 9/1/94 due to
his impairment. He applied on 9/2/94 with a request for retro back to 7/94.

EW's Analysis

. There is a break in employment of over 30 days between 6/30 and 8/5.
. Work lasted less than six months from 8/5 to 9/1.

. Work stopped due to client's impairment.

EW's Actions

. In Item 10 of MC 221, indicate"work after 6/94 is an UWA".

. In Item 6 of MC 221, list retro months of 7/94 and 8/94.

EXAMPLE B: Client worked sporadically from 10/93 to 12/93, 3/94 to 4/94 and
6/94 to 7/94 because of his mental illness. He applies on 7/10/94, asking for retro

back to 4/94.

EW's Analysis

. There is a break in employment of over 30 days between each work
period.

. Work lasted less than six months for each employment period.

. Work stopped due to client's impairment.

EW's Actions

. In ltem 10 of MC 221, indicate "work prior to application is an UWA".

. In Item 6 of MC 221, list retro months 4/94, 5/94 and 6/94.

EXAMPLE C: Client worked until 5/30/94 and applied on 7/7/94, requesting retro
onset to 4/94. CWD determined that client was engaging in SGA in 4/94 and
5/94. In Item 6 of MC 221 that was sent to SP-DAPD, EW Indicated "6/94", and
indicated in Item 10 "client engaged in SGA in 4/94 and 5/94". On 8/31/94, client
reports a return to work for 8/94 only, but stopped because of her impairment.

EW's Analysis

. There is a break in employment over 30 days from 5/30 and 8/1.

. Work in 8/94 lasted less than six months.

. Work stopped due to client's impairment.

EW's Actions

. Complete and send MC 222, DAPD Pending Information Update form to
SP-DAPD.

. Indicate in Item 9 that client's return to work in 8/94 was an UWA, and

that client is no longer working.
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E. In-Kind Income as Earned Income “For SGA Determinations”

Earned income may be in cash or in kind. In kind income may include value of food,
clothing, or shelter, or other items provided instead of cash__If food and/or shelter are not a

condition of employment, the current market value of the food, clothing, and/shelter counts
as wages (earned income) and would be considered in an SGA determination.

EXAMPLE:Mrs. B. manages an apartment complex. In addition to her salary of $500 per
month, she receives free use of an apartment where she lives. lItis verified by the owner of
the complex that he furnishes the apartment to Mrs. B. so that she will be available for
emergencies. The owner would also expect Mrs. B. to respond to emergencies during her
off-duty hours. The owner states that Mrs. B. is not required to live in the apartment
provided, but would not have hired someone who lived more than two to three miles away.

Since the shelter is not a condition of employment, the current market value of the shelter is
considered as earned income. In this example, the MC 272 (SGA Worksheet) would need
to be completed with $500 used as payment in kind under number one. Therefore, $500
would be inserted as a monthly earning plus another $500 as payment in kind. If the total of
these two incomes, less any IRWEs, is more than the current SGA amount, the individual is

considered to be engaging in SGA.

F. NOTIFICATION

1. Notifying SP-DAPD

If the CWD performs an SGA evaluation and determines that the individual is not
performing SGA, the CWD must annotate in Item 10 (County Worker Comment) of the
MC 221 that there is “no SGA issue.” The CWD must include a copy of the SGA

Worksheet (MC 272) in the disability packet.

If CWD has already sent the disability packet to SP-DAPD, and an SGA issue has been
clarified, SP-DAPD should be informed on the evaluation of client’'s work activity via an
MC 222, DAPD Pending Information Update form along with a copy of the MC 272.

If SP-DAPD returns a disability packet to the county as a Z56 for an SGA determination,
the CWD must complete an SGA determination. Should the CWD determine that the
client is not performing SGA, a new MC 221 MUST be completed and resubmitted with

a copy of the MC 272.

2. Notifying Client

If client’s application is denied due to performance of SGA, client should be sent a
Notice of Action (NOA) informing him/her of the reason for the denial. The NOA may

contain the following sample statement:

“The reason why you are not entitled to Medi-Cal based on disability is because your
earnings of §------- are over the current SGA monthly amount. This means that your net
countable earnings are over the current SGA monthly amount of --—--— which is the
earnings limit if you are working and applying for Medi-Cal as a disabled person "
NOTE: The Title 22 reference section is: 50224
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G. FORMS
1. SGA Worksheet, Form MC 272 (Exhibit 1):

May be used to compute client’s earnings and IRWE/Subsidy deductions.

a. Net earnings of current SGA amount or less: process application in the usual
manner.
b. Net earnings more than the current SGA amount per month: deny claim, as

client is engaging in SGA.

2. Work Activity Report, Form 273 (Exhibit 2):

Should be used to determine what client’s earnings are and whether the client’s gross
earnings can be reduced by the amount of any applicable IRWE or subsidy.

3. DAPD Pending Information Update, Form MC 222:

Must be sent if a disability packet is pending at SP-DAPD, and client is subsequently
found to be engaging in SGA. The MC 272 must also be included.
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S'afe of Califomia—Health and Human Services Agency

Department of Health Services

Name of disabled person

Social security number

1.

SGA WORK SHEET
(Used when gross earned* income is over the current SGA amount.)

Earned Income
a. Gross average monthly earnings $

b. Payment in kind (e.g., room and board) which is nota
condition of employment (use current market value)

c. Other
d. TOTAL GROSS EARNINGS (add a, b, and ¢} $

Impairment-Related Work Expenses (IRWEs)
(see MEPM, Article 22, 22C-2)

a. Attendant care services 8

b. Transportation cogts

c. Medical devices

d. Work-related equipmenl V

e. Prosthesis

f. Residential modifications

g. Routine drugs and routine medical services

h. Diagnostic procedures

i. Nonmedical applications and devices

j- Assistants (e.g., if visually impaired, cdst to hire reader)

k. Other items and services

TOTAL IRWEs: Add (total of 2a through 2k) ' $
TOTAL SUBSIDY (e.g., some employers employ disabled persons and subsidize their
wages by paying them the same wages as a nondisabled employee though they may

be performing less strenuous work, or working less hours) (from MC 273, number 7) $ __

NET COUNTABLE EARNINGS (subtract 3 and 4 from 1d) $

e Are current countable earnings greater than $ ? Jyes ([INo
(Insent current SGA amount)

e If the answer is No, send a disability referral to SP-DAPD. In Rem 10 of the MC 221, Disability
Determination and Transmittal, write in “No SGA issue.” Attach copy of MC 272 to the MC 221.

» If the answer is Yes, the client is engaging in SGA. Deny the disability claim. (Evaluate client for the
Working Disabled Program.)

*NOTE: Income information obtained from completed MC 273 (Work Activity Report).

Eligibility Worker signature

Worker number Date completed

MC 272 (8/01)
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State of Calitornia—Health and Human Services Agency Department of Health Services

) This report is for:
WORK ACTIVITY REPORT Month Year

You may be considered disabled for Medi-Cal if you cannot do any kind of work for which you are suned and only if you
cannot work for at least a year or your condition will result in death. .

Iif your gross earnings are more than $ (current SGA amount) per month, you might not be considergd
disabled. Work expenses and special work considerations related to your disability may be deducted in figuring whether
your earnings meet the earnings limit. For this reason, information aboul your work activity is needed.

‘fhe information you provide about your work activity will be used in making a decision on your case. Your employer may
be contacted to verify the information you provide.

Namme of disabled person Social security number

Employer’s telephone number

Employer’s name

Employer’s address (number, street) City State ZIP Code

Title or name of your job Rate of pay Houss worked per week Dates worked (month/year)
From: To:

Employes's name ’ Employer’s telephone number

Employer’s addsess (number, street) City State ZIP Code

Title or name of your job Rate of pey Hours worked per week Dates worked (month/year)
From: To:

1. Gross Earning—What is your gross monthly pay? (If pay is irregular, you do not need to enter the amount.) Attach
your pay stubs.

2. Other Payments—Specify other payments you receive, such as tips, free meals, room, or utilities. Indicate what you

were given and estimate the dollar value and how frequently you receive them.

3. Special Employment Situations

. Yes No
After you became ill, did your job duties lessen? d d
If yes, did you get to keep-your same pay? 0 O
Are you employed by a friend or relative? dJ d
Are you in a special training or rehabilitation program? () g

4. Job Requirements—Are your job duties listed below different from those of other workers with the same job title?
Yes No
Shorter hours
Different pay scale
Less or easier duties
Extra help given
Lower production
Lower quality
Other differences (e.g., frequent absences)

@meanow
QQQQuaQ
QOQQoQQ

5. Explanation of Job Requirements—Describe all “yes” answers in item 4 on page 1.

MC 273 (8/01) Page 1 of 2

22C-13a
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6. Special Work Expenses—Specify below any special expenses related to your condition which are necessary for you
to work. These are things which you paid for and not things that will be paid for by anyone else.

Specify the amount of the expenses. Attach verification of who prescribed the item or service needed and the cost paid.

(We are required to verify the need for the item or service with the person who prescribed it.)

Example: Attendant care services, transportation costs, medical devices, ‘work-related equipment, prosthesis,
modifications to your home, routine drugs and medical services necessary .to control a disabling condition; diagnostic

procedures, assistants (e.g., if visually impaired, the cost to hire a reader; if hearing impaired, the cost to hire a sign

language interpreter), or similar items or services.

Subsidies—Some employers will support disabled individuals with subsidies. For example, the employer may
subsidize the disabled employee’s earnings by paying more in wages than the reasonable value of the actual work that

was done. (For example, many sheltered work centers subsidize an individual’s earnings.)

Does your employer provide you with subsidies? Yes ([JNo

If yes, please (a) tell us how much the subsidy is worth and (b) explain the type of subsidy that was given.

a $

b.  Explanation of éubsidy:

Use this additional space to answer any previous questions or to give additional information that you think will be

helpful.

Please read the following statement. Sign and date the form. Provide address and telephone number.

If my employer should need to be contacted, this also authorizes my employer to disclose any information
necessary for the county to evaluate my work activity for my Medi-Cal application based on disability.

I have completed this form correctly and truthfully to the best of my knowledge and abilities.

Signature of applicant or represeniative Date Area code and telephone number
( )

Mailing address (number, street, apartment number, P.O. box number, or Rural Route)

City County State ZIP code
CHECKLIST FOR COUNTY USE ONLY .

Enter amount of client’s gross wages. $

Does the client have any of the following deductions?

a. Subsidy (see MEPM, Article 22, 22C-2.7) 3 Yes O No if yes, enter amount:  $§

b. Impairment-related work expenses (IRWEs) OvYes ([ONo if yes, enter amount:  $

Add a and b above and subtract total from number 1. Is the remainder over the current SGA amount?
If yes, client is engaging in SGA. If any explanations are needed, please use the following space:

3 Yes {J No

Eligibility Worker signature

Worker number

Date completed

MC 273 (8/01)

Page 2 of 2
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State of California—Health and Human Services Agency Department of Health Services

This report is for:

REPORTE SOBRE LA ACTIVIDAD DE TRABAJO  [vos Yeor

Es posible que a usted se le considere eslar incapacitado(a) para fines de Medi-Cal, si usted n puede realizar ninguna
clase de trabajo para el que esté capacitado(a), y solamente si usted no puede trabajar durante por lo menos un ano o si
su condicion resullaria en muerte.

Si sus ingresos brutos son mas de $ (actual cantidad de SGA) al mes, es posible que a usted no se le
considere incapacitado(a). es posible que los gastos de trabajo y las consideraciones especiales de irabajo relacionadas
con su incapacidad se deduzcan al determinar si sus ingresos cumplen con el limite de ingresos. Por esla razon, se
necesita informacion sobre su actividad de trabajo.

La informacién que usted proporcione sobre su actividad de trabajo se utilizara al tomar una decisién sobre su caso. Es
posible que se establezca contacto con su empleador, para verificar la informacion que usted proporcione.

Nombre de la persona incapacitada Numiero de seguro social
Nombre del empleador . Numero de teléfono del empleador
Direccion del empleador (nimero, calle) Ciudad Estado Codigo postal
Puesto o nombre de su trabajo Tasa de pago Horas jodas a la Fechas trabojadas Jafio)
Del: AL

Nombre del empleador Numero de teléfono del empleador
Direccion del empleador (pumero, calle) Ciudad Estado Codigo postal
Puesto o nombre de su Irabajo Tasa de pago Horas nabéjadas 2 la semana| Fechas trabajedas (mes/aio)

Dek A

1. Ingresos Brutos—; Cual es su pago mensual bruto? (Si el pago es irregular, usted no necesnta anotar la cantidad.)
Adjunte sus talones de pago.

2. Otros pagos—Especifique ofros pagos que usted reciba, como propinas, alimentos, hospedaje o servicios publicos
gratuitos. Indique lo que se le dio, y calcule el valor en dolares, asi como la frecuencia con que Jos recibe.

3. Situaciones Especiales de Empleo

Si No
Después de que se enfermo, ¢disminuyeron sus obligaciones de trabgjo? [J O
Si asi fue, ¢ pudo mantener el mismo pago? O )
¢ Esta usted empleado(a) por un(a) amigo(a) o pariente? O 0O
O O

¢ Esta usted en un programa especial de capacitacion o rehabilitacion?

4. Requisitos de Empleo—;Son sus tareas de empleo enumeradas enseguida diferentes de aquéllas de otros
trabajadores con el mismo puesto?

Horario mas corto

Diferene escala de pago

Menos tareas o tareas mas faciles

Se proporciona ayuda adicional

Produccion mas baja

Calidad mas baja

Otras diferencias (por ejemplo, faltas frecuentes)

@mpanou
QQ0Q0QQe
QQQQQQQz

5. Explicacién de los Requisitos del Empleo—Describa todas las respuestas a las que respondio "si” en el inciso 4 en
la pagina 1.

MC 273 (SP) (8/01) Pagina 1 de 2
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6. Gastos Especiales de Trabajo—Especifique a continuacion cualesquier gastos especiales relacionados con su
condicion, que son necesarios para que usled frabaje. Estas son cosas que usted paga, no cosas que alguien mas

paga.

Especifique la cantidad de los gastos. Adjunte comprobante de quién recel6 el articulo o servicio necesario, y el costo -

pagado. (Se nos exige comprobar la necesidad del articulo o servicio con la persona que lo recet6.)

Ejemplo: Servicios de cuidado de un(a) asistente, costos de transporte, aparalos médicos, equipo relacionado con el
trabajo, protesis, modificaciones'a su casa, medicamentos de rutina y servicios médicos necesarios para controlar una
condicion incapacitante, procedimientos diagnosticos, asistentes (por ejemplo, si se tienen impedimentos de la vista,
el costo para contralar a un(a) lector(a); si se tienen impedimentos del oido, el costo para contratar a un intérprete de
lenguaje por sefias), o articulos o servicios semejantes.

7. Subsidios—Algunos empleadores apoyan a las personas incapacitadas con subsidios. Por ejemplo, es posible que
el empleador subsidie los ingresos de un(a) empleado(a) incapacitado(a) pagando mas sueldo que el valor razonable
del rabajo real realizado. (Por ejemplo, muchos centros de trabajo protegido subs_idian Jos ingresos de un individuo.)
iLe proporciona su empleador subsidios? 0Jsi (J No '

Si asi es, por favor (a) diganos de cuanto es el subsidio y (b) expliquenos la clase de subsidio que se le dio.
a. $
b.  Explicacion del subsidio:

8. Ulilice este espacio adicional para contestar cualesquier preguntas anteriores o para dar informacion adicional que
usted cree que sera Otil.

9. Por favor, lea la siguiente declaracion. Firme y feche el formulario. Proporcione la direccion y el nimero de teléfono.
Si se tuviera que establecer contacto con mi empleador, esto también auvtoriza a mi empleador a revelar
cualquier informacién necesaria para que el condado evalie mi actividad de trabajo para mi solicitud de Medi-
Cal basada en incapacidad.

He completado este formulario correcta y verazmente conforme a mi leal saber y habilidades.

Firma del/de la solicitante o representante Fecha Codigo de area y nomero de lelélono
( ) -
Direccion postal {numero, calle, nimero de departamento, numero de apartado postal o ruta rural)
Ciudad Condado Estado Codigo postal
CHECKLIST FOR COUNTY USE ONLY
1. Enter amount of client’s gross wages. $.
Does the client have any of the following deductions?
a. Subsidy (see MEPM, Article 22, 22C-2.7) O es I No i yes, enter amount:  $
b. Impairment-related work expenses (IRWEs) JYes O No i yes, enter amount:  §
2. Add a and b above and subtract total from number 1. Is the remainder over the current SGA amount? 3 Yes I No
if yes, client is engaging in SGA. if any explanations are needed, please use the following space:
Engibility Worker signature Worker number Date completed
Pagina 2 de 2
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22C-3—DETERMINING PRESUMPTIVE DISABILITY

L BACKGROUND

Presumptive Disability (PD) decisions temporarily grant Medi-Cal eligibility pending a
formal determination by State Programs-Disability Evaluation Division (SP-DAPD).
PD categories and documentation requirements are established according to federal

regulations.

PD Requirement—County Welfare Departments (CWDs) May Grant PD When:

The client has a condition that is listed in the “PD Categories” in Section

22c-3-6;

The condition is verified by a doctor/medical source;

There was no Title Il or Supplemental Security Income (SSI) disability denial in
the past 12 months (unless PD is based on a new medical condition not
previously considered by Social Security Administration (SSA);

The client is otherwise eligible; and

PD is granted effective the month in which the determination is made that the
disabling condition meets PD requirements. Under no circumstance is the
county to grant PD for any past months, i.e., retroactively.

IMPORTANT: If the individual had a federal (i.e., Title Il or SSI) denial within the past 12
months, the federal denial is binding on Medi-Cal until the determination is changed by SSA
(i.e., through an initial application, reconsideration, hearing, or appeals council review). In
such cases, the CWD cannot grant PD unless the individual alleges a new medical condition
that was not previously considered by SSA and all of the PD requirements specified above

are met.

REMINDER: Only SP-DAPD can grant PD for medical conditions that are not listed on
the PD categories chart.

R RESPONSIBILITIES OF THE CWD AND SP-DAPD

A

CWD

1.

2.

Impairment

SSA denial

Check the PD “categories chart” on page
22C-3.6 to ensure the client's medical
condition is listed. It must match the
disability exactly.

Check for a prior SSA disability denial within
the past 12 months. The CWD will need to
contact SSA to determine if a prior SSA denial
exists. If there is a prior SSA denial, the CWD
cannot grant PD unless the client alleges a
new medical condition that exactly matches a
PD category and the new impairment was not
previously considered by SSA.
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If the client alleges a favorable SSA decision within the past
12 months, but a final SSA decision has not yet been made,
the SSA decision was most likely an SSI PD. The CWD
cannot use the SSI PD as a basis for a Medically Needy
Only (MNO) PD.

The CWDs should only grant MNO eligibility based upon
PD IF the applicant’s condition fits a PD category and IF the
applicant has medical documentation to verify this.

3. Medical Statement The client’s doctor/medical source must verify the
Provided impairment on a signed and dated document.

If there is a delay in obtaining verification from the applicant
or medical source, DO NOT hold the DAPD packet. The
county must forward the packet to SP-DAPD as SP-DAPD
can also grant PD.

4.  MC221 In item 10 of the MC 221:
. Check the “PD approved” box and

. Document the basis for the PD determination (i.e.,
impairment/medical condition) using only the
impairments listed on the “PD Categories” chart.

5. Effective date PD determinations shall be granted beginning in the month
that the MC 221 is completed and medical verification is
obtained.

Do not grant PD from the month of application, unless the
required medical verification and the MC 221 are
completed in the month of application.

Under no circumstance is the county to grant PD for any
past months, i.e. retroactively.

6. Notice to client Notify the client via a Notice of Action (NOA). Explain to the
client that a determination of PD permits temporary
Medi-Cal eligibility pending a formal decision by SP-DAPD.

7. Reference Before sending the disability packet, review the
“Presumptive Disability Checklist” on page 22C-3.7A to
ensure accurate PD determinations.

B. SP-DAPD

1. CWD Notification If CWD did not grant PD and SP-DAPD finds at any point in
case development that a client meets PD criteria as shown
in the PD chart, OR that available evidence indicates a
strong likelihood that disability will be established on formal
determination, the appropriate CWD liaison will be
contacted by phone/fax.
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3.

MC 221 When SP-DAPD requests that CWD make a finding of
PD, it will indicate in Item 13 of MC 221: “PD
granted/denial; phone/faxed to CWD liaison; received by
(name of contact) on (date).” This remark will be
initialed and dated.

If a PD decision is phoned to CWD, a photocopy of the
MC 221 will be mailed to CWD liaison as verification that
PD was granted/denied.

Formal Decision Made SP-DAPD will process cases as quickly as possible to

make a formal determination.

If disability is not established when a formal decision is
made, SP-DAPD will indicate in Item 16 of MC 221:
“Previous PD decision not supported by additional
evidence.”

C. PDIN URGENT CASE SITUATIONS

On occasion, CWDs or SP-DAPD may learn about a client who: 1) is in dire need of an
immediate disability decision because of a disabling condition which will prevent work
activity for 12 months or longer, and 2) cannot wait for a formal decision because the delay
will pose significant problems to his/her functioning and well-being.

1.

SP-DAPD Criteria to Grant PD for Urgent Case Requests

Prior to granting PD, DAPD must evaluate specific criteria to ensure that the client
will meet disability requirements when a formal decision is made. SP-DAPD must
determine whether the available evidence, short of that needed for a formal decision,

shows a strong likelihood that:

Disability will be established when complete evidence is obtained,

The evidence establishes a reasonable basis for presuming the individual is currently
disabled, and

The disabling condition has lasted or is likely to last at least 12 months.

CWD Urgent Case Requests to SP-DAPD

CWDs may make an urgent case request to SP-DAPD after screening the case for
the SP-DAPD PD criteria and ensuring that the client is otherwise eligible. CWDs are
urged to make the urgent case request via fax rather than mail to expedite
SP-DAPD’s consideration of a PD decision.
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Four examples of urgent case requests that may be referred to
SP-DAPD are as follows:

a. Client suffered massive head and internal injuries, is comatose, and
needs an immediate Medi-Cal decision for transfer to a facility which
specializes in head trauma. While client is expected to survive, client
is expected to be dependent on a wheelchair for the rest of his life.

b. Client has lung cancer, which has spread to the spine and vital organs.
Doctor states client is expected to live six to 12 months longer, even
with treatment, and needs aggressive therapy immediately.

c. Client has irreversible kidney failure caused by uncontrolled high blood
pressure and is now on renal dialysis. Hospital records and doctors’
outpatient notes include lab studies that confirm that kidney function
has decreased over the past year and dialysis is required for client to
survive. An immediate Medi-Cal decision is necessary to transfer
client to an outpatient renal dialysis clinic.

d. Client has severe diabetes. Doctor states a below knee amputation
must be performed because of gangrene caused by poor circulation in
both legs. Doctor sends reports from earlier hospitalizations, lab
studies, progress notes, and a letter specifying the immediate need for
a disability decision so that client can be hospitalized for surgery.

3. CWD Actions

a. CWD receives urgent case request from doctor/medical facility; CWD
asks for faxed medical reports to verify severity of client’s condition
(e.g., hospital admission and/or discharge summaries, outpatient
progress reports, x-ray reports, pathology reports, lab studies and
other reports pertinent to the disability).

b. CWD determines that client is otherwise eligible and screens request
to ensure the SP-DAPD PD criteria will likely be met. CWD liaison
faxes a full disability packet and medical reports to the following
numbers:

Los Angeles Branch: FAX (800) 869-0188
Oakland Branch: FAX (800) 869-0203

Enter comment in Item 10 of MC 221: “Please evaluate for PD”
and “Attention: Operations Support Supervisor.” CWD fax
number should be entered in Item 11 of MC 221.

c. CWD should not delay sending packet prior to receipt of medical
reports confirming severity of condition for urgent case request.
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4.

d. CWD alerts SP-DAPD via phone/fax about an urgent case request if
packet has already been sent. Then the CWD faxes medical reports
with an MC 222, “Pending Information Update Form”. Specify in
Item 9 of MC 222: “Urgent Case Request-Medical Reports
Attached and Packet Sent On (date). “Please evaluate for PD”.
Note: CWD must specify when requesting a PD evaluation in order for
SP-DAPD to immediately initiate the process.

SP-DAPD Actions

a. SP-DAPD immediately reviews request and ensures via systems
query, that client has not been previously denied by SSA. If more
information is needed to reach a PD decision, the medical source is
phoned and asked to fax additional medical reports.

b. SP-DAPD strives to notify CWD liaison by phone OR by faxing a
copy of the MC 221 within two working days, if possible, about its PD
decision. If notification is made by phone, SP-DAPD mails a
photocopy of MC 221 to advise CWD liaison whether PD is
granted/denied. ltem 16 of MC 221 shows: “PD granted/denied;
phoned/faxed to CWD liaison, received by (name of contact) on
(date).”

c. SP-DAPD continues processing case as quickly as possible to make
a formal decision. If PD was granted and disability is not established
- when a formal decision is made, ltem 16 of the MC 221 will show:
“Previous PD decision not supported by additional evidence.”

REMINDERS

1.

The PD effective date is the month in which SP-DAPD makes its
determination that the client meets PD requirements.

PD is granted prospectively only (i.e., the month in which the MC 221 is
completed and signed medical verification is in file). PD may be granted in the
month of application IF the CWD obtains the required medical '
documentation and completes the MC 221 in the month of filing. Never
grant PD retroactively.

Before granting PD, client must be otherwise eligible.

PD cannot be granted if client is performing Substantial Gainful Activity (SGA).
SGA is discussed in Article 22 C-2.

CWD should not delay sending packet to SP-DAPD pending the receipt of
medical reports confirming severity of client’s condition for an urgent case
request.

CWD should ensure that all medical and non-medical documentation that were
used to grant PD are included in the disability packet before sending to
SP-DAPD. Please refer to the “Presumptive Disability Checklist” on page
22C-3.7A when in doubt.
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3. PD CATEGORIES

CWDs may grant PD when client meets any of the following conditions. SP-DAPD granted PDs
are not limited to the categories shown below:

NO IMPAIRMENT CATEGORIES

1
OBSOLETE — Reserved for future use

2
Amputation of a leg at the hip

3
Allegation of total deafness

4
Allegation of total blindness

5
Allegation of bed confinement or immobility without a wheelchair, walker, or crutches, due to a
longstanding condition—excluding recent accident and recent surgery

6
Allegation of a stroke (cerebral vascular accident) more than three months in the past and continued
marked difficulty in walking or using a hand or arm

7
Allegation of cerebral palsy, muscular dystrophy, or muscle atrophy and marked difficulty in walking (e.g.,
use of braces), speaking, or coordination of the hands or arms

8
OBSOLETE — Reserved for future use

9
Allegation of Down Syndrome.
NOTE: Down Syndrome may be characterized by some indication of mental retardation and by
abnormal development of the skull (lateral upward slope of the eyes, small ears, protruded tongue, short
nose with a flat ridge, small and frequently abnormally aligned teeth); short arms and legs; and hands
and feet that tend to be broad and flat.

10
Allegation of severe mental deficiency made by another individual filing on behalf of a claimant who is at
least 7 years of age.
For example, a mother filing for benefits for her child states that the child attends (or attended) a special
school, or special classes in school, because of mental deficiency, or is unable to attend any type of
school (or if beyond school age, was unable to attend), and required care and supervision of routine daily
activities.
NOTE: “Mental deficiency” means mental retardation. This PD category pertains to individuals whose
dependence upon others for meeting personal care needs (e.g., hygiene) and doing other routine daily
activities (e.g., fastening a seat belt) grossly exceeds age-appropriate dependence as a result of mental
retardation.

11
A child has not attained his or her first birthday and the birth certificate or other evidence (e.g., the
hospital admission summary) shows a weight below 1200 grams (2 pounds, 10 ounces) at birth.

12

Human Immunodeficiency Virus (HIV) infection. (See 22C-3.7 for details on PD.) Completed forms DHS
7035A or DHS 7035c are needed.

50167
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13

A child has not attained his or her first birthday and available evidence (e.g., in the hospital admission
summary) shows a gestational age at birth with the corresponding birth-weight as indicated below:

Gestational Age Weight at Birth

3740 weeks Less than 2000 grams (4 pounds, 6 ounces)

36 weeks 1875 grams or less (4 pounds, 2 ounces)

35 weeks 1700 grams or less (3 pounds, 12 ounces)

34 weeks 1500 grams or less (3 pounds, 5 ounces)

33 weeks At least 1200 grams, but no more than 1325 grams

For infants weighting under 1200 grams at birth, see PD category 11.

NOTE: Gestational age (GA). The age at birth based on the date of conception, may be shown as "GA”
as noted in the available evidence, the CWD forwards the case to SP for consideration of a PD finding.

14

A physician or knowledgeable hospice official confirms that an individual is receiving hospice services
because of any terminal iliness.

NOTE: Knowledgeable hospice officials include hospice coordinators, staff nurses, social workers, and
medical records custodians. The term hospice refers to a program of palliative and supportive care for
terminally ill persons. Such services may be provided in the home or in an inpatient facility. Under
these guidelines, the hospice benefit is available to individuals who have been certified by a physician to
be terminally ill. An individual is considered to be terminally ill if he or she has a medical prognosis that
his or her life expectancy is six months or less.

15

Allegations of spinal cord injury producing inability to ambulate without the use of a walker or
bilateral hand-held assistive devices for more than two weeks, with confirmation of such status
from an appropriate medical professional.

16

End stage renal disease with ongoing dialysis and the file contains a completed HCFA-2728 or
CMS-2728 (End Stage Renal Disease Medical Evidence Report-Medicare Entitlement and/or Patient
Registration). CWDs should request the HCFA-2728 or CMS-2728 form from the applicant’s medical
provider. If the provider does not have the form, CWD should acquire the form on line at
http://www.ssa.gov/disability/ and send it to the provider. This form is necessary before PD can be
granted.

17

Allegation of Amytrophic Lateral Sclerosis (ALS, Lou Gehrigs Disease)

50167
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INSTRUCTIONS FOR CWD TO GRANT PD FOR HIV INFECTIONS

CWD may grant PD for a client with HIV infection whose medical source confirms, on an HIV form,
that client has specific disease manifestations. If clienthas no medica\\source, CWD will forward
packet to SP-DAPD in the usual manner without preparing an HIV form or granting PD.

If the required HIV criteria are not present, CWD should not grant PD, but shou
in Item 10, "County Worker Comments” section of MC 221.

A FORMS

Forms used to verify the presence of the HIV and its disease manifestations are:

1.

2.

DHS 7035A

DHS 7035C

Id specify "EXPEDITE”

"Medical Report on Adult with Allegation of HIV
lnfectiop". '

"Medical Report on Child with Allegation of HIV
Infection”. (Client is considered an adult for the
purpose of determining PD on the day of his/her
18th birthday.) .

Instructional cover sheets attached to the forms contain instructions to the medical source
on how to complete them. Copies of forms may be made available to physicians and others,

upon request.

B. HANDLING OF FORMS

1.

Appointment Of District
Coordinator

Form __ Provided To
Medical _Source _ For
Completion And Return

Client Brings Completed

_ Form To CWD
A

Telephone _Or __ Other
Direct Contact

CWDs may wish to apppint a District Coordinator
to receive the returned HIV forms to preserve
confidentiality of information.” -

4

CWD generally mails the :blank DHS 7035A/
DHS 7035C to the medical source for
completion/return to the CWD. It may also be
given to client to take to the medical source.

Client may directly request the medical source to
cc\);’nglete the form and may bring it directly to
CWwD.

CWD may use telephone or other direct contact to
verify presence of the disease manifestations.

CWD will indicate at signature block "Per
telephone conversation of (date) with (medical
source)”.
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PRESUMPTIVE DISABILITY CHECKLIST

The use of this checkhst will help to ensure accurate PD determmatlons made by counties.

MC 221 (1/00 revision) See the Medi-Cal Elugnbmty Procedures Manual Section 22C-3 l

A

() Does the client's impairment exactly match an impairment on the PD categories chart? CWD
should PD only if there is a match.

() Has there been a prior SSA/SSI denial within the past 12 months? If yes, do not PD unless

()

()

()

()

client alleges a new medical condition that exactly matches the PD categones chart and SSA
did not previously consider the new impairment.

Is there a signed and dated verification of the disability/impairfnent from the applicant's
physician or medical source? Is a copy in the DAPD packet?

Is ltem 10 on the MC 221 marked "PD approved” and is the basis for PD (i.e., lmpalrments)
documented using only the impairments listed on the PD categories chart?

Send the DAPD packet to SP-DAPD immediately if there is any doubt of the impairment or
verification is lacking or will be delayed. SP-DAPD can initiate a PD determination if the
medical evidence supports it.

Is the effective date of the PD the month in which the MC 221 is completed and PD medical
verification is obtained?

7.5
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(o NATURE M
1 Acceptable Signatyure On
Form

D. ENT A MEDI

CWD will take the following actions:

1. Authorization For
Release Of Medical
Information

CWD will accept completed forms signed by a
medical professional (e.g., physician, nurse, or
other member of hospital/diinic staff) who can
confim the diagnosis and severity of the HIV
disease manifestations.

If there is a question about the acceptabiity of the
signature, call the medical professional for
verification. If the signature cannot be verified,
DO NOT GRANT PD. Advise SP-DED of CWD'’s
actions and forward form and packet to SP-DED,

# not already sent.

a Compiete MC 220 “Authorization for
Release of Medical Information®, obtain
dlient’s signature, and attach the signed
MC 220 to the DHS 7035A/DHS 7035C.

b. Check the "Medical Release Information®
space of the check-block form "MC 220
attached®.

NOTE: Whie the DHS 7035A/DHS 7035C
contains an abbreviated medical release, CWD
should use the MC 220. The abbreviated medical
release is provided i# the form is completed
without access to an MC 220.

Enter medical source’s name and include dient's
name, SSN, and date of birth.

Prepare a fetum envelope using the address of
the appropriate CWD.

Mai the DHS 7035A/DHS 7035C with attached
MC 220 to medical source for completion/returmn
to CWD. Indude the specially marked retum

envelope.
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CWD _Actions Pending
Return Of The HIV Form

. Form Returned To CWD
By Client Or Mail

Medical Evidence
Received By CWD Along
With Completed Form

Form Received Via Fax

CWD will not hold disability packet pending
receipt of form. Indicate on MC 221 under
“County Worker Comments” section that “PD is
pending®, flag the packet, and forward to SP-DED.

a.

Review form and verify that it is properly
signed (physician, nurse, or other
member of hospital/clinic staff).

Grant PD if the appropriate combination
of blocks has been checked or
completed (see sections E and F below).

Contact SP-DED to determine location of
original packet and assigned disability
evaluation analyst (DEA).

Attach a cover sheet (MC 222) to form
indicating: 1) case name; 2) SSN; 3)
date original packet was sent; 4) DEA;
and 5) status of pending PD case.

Complete appropriate biocks on the DHS
7035A/DHS 7035C.

indicate at the signature block “Per
telephone conversation of (date) with
(medical source)".

Grant PD if applicable. If the packet has
already been sent to SP-DED, follow 6c
and 6d above.

Grant PD, # applicable; forward form and
evidence to SP-DED.

Indicate status of PD decision either on
MC 221 or on cover sheet (MC 222).

if medical evidence is received after form
has been received and evaluated, forward
it to SP-DED.

if quality is poor (e.g., paper darkened by
copier), photocopy faxed material (quality
of fax deteriorates over time), retain the
photocopy, and destroy the original fax.

SECTION: 50167, 50223
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E

710.

b. If quality is acceptable, retain original.

Fax Source Is Telephone medical source to verify that the form
Questionable . was faxed by medical source. If unacceptable,
do NOT grant PD.

DOCUMENT THE TELEPHONE CONTACT IN fHE
CASE FILE, advise SP-DED of CWD actions and
forward form.

EVALUATING THE COMPLETED DHS 7035A (ADULT) FORM

1

- Grant PD if the appropriate blocks have been checked or completed on the DHS 7035A.

At Least One Disease Criteria in a, b, AND ¢ below must be met:
Has Been Checked In
Section C . a Either block in Section B has been
checked,
b. Any item has been checked in Section C,
and
c Section F has been completed and
Section G has been signed.
Repeated Manifestations Criteria in a, b, AND ¢ below must be met:
HIV, ion D Has
Beeq Completed a Section B has been checked,

b. Section D (both 1 and 2) has been
compileted:

° D1 - must indicate the presence
of “repeated manifestations of
HIV infection®.

L] D2 - at least one of the criteria
shown must be checked, and

c Section F has been completed and
Section G has been signed.
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*Manifestations of HIV Infection" means conditions that are listed in Section C but
do not meet the findings specified there.

“Repeated” means:

° That a condition or combination of conditions occurs an average of 3 times
a year, or once every 4 months, each lasting 2 weeks or more; or

L Does not last for 2 weeks, but occurs substantially more frequently than 3
times in a year or once every 4 months; or

. Occurs less than an average of 3 times a year or once every 4 months but

lasts substantially longer than 2 weeks.
Exhibits 2 (desk aid for aduilts with HIV) and 3 (chart with guidelines for evaluating “repeated
manifestations”®) are provided for assistance in granting PD. If CWD has questions as to

whether the manifestations are sufficient to grant PD, CWD should send form to SP-DED
for the PD.

f. EVALUATING THE COMPLETED DHS 7035C (CHILD) FORM
Grant PD if the appropriate blocks have been checked or completed on the DHS 7035C.

1. At _Least One Disease Criteria in a, b, AND c below must be met:
Has Been Checked In
Section C a Ether block' in Section B has been
checked,

b. Any item has been checked in Section C
(item 6 is used only for a child less than

13 years old), and
c Section F has been completed and

Section G has been signed.
2. Other Manifestations Of Criteria in a, b, AND ¢ below must be met:
HIV, Section D Has Been
Completed a Ether block in Section B has been
' checked,

b. Section D, item 1 and 2 (a. b, or C.
depending on child’'s age) have been
completed, and

c. Section F has been completed and
Section G has been signed.

Exhibit 5 (desk aid for children with HIV) is provided for assistance in granting PD. If CWD
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has questions as to whether the manifestations listed are sufficient to grant PD, CWD shouid

send form to SP-DED for the PD.

G. GRANTING PD

1. Form Confirms Presence

Of HIV. And Required

Disease Manifestations

2. Form Confirms Presence

Of HIV, But None Of The
Other Conditions Shown

On The HIV Form Exist

3. Form _Indicates HIV Is

Suspected, But __Not

Confirmed

4. CWD Grants PD And
Packet Has Not Been
Sent

5. CWD Grants PD And
Packet Has Been Sent

6. CWD Is Unable To Grant
£D

H. EXHIBITS

1. DHS 7035A
2. Desk Aid

Grant PD if the medical source confirms that
required disease manifestations are present,
whether or not the cdlient has Acquired
Immunodeficiency Syndrome (AIDS).

DO NOT Grant PD. Process under reguiar
procedures, except that CWD should specify
“EXPEDITE" in the "County Worker Comments®
section of the MC 221.

DO NOT Grant PD if HIV is NOT confirmed by

laboratory tests or dinical findings. Process
under regular procedures.

in item 10, "County Worker Comments® section of
MC 221, CWD will check "PD Approved” box and
notify client via a NOA that approval is based on
PD.

CWD will confirm location of disability packet and
analyst, attach a cover sheet (MC 222) to form
including case name, SSN, date original packet
sent and status of pending case, and forward
form/cover sheet to SP-DED.

f CWD is unable to grant PD because form has
not been appropriately completed, or for any
other reason, forward form and packet, if
appropriate, to SP-DED. This allows SP-DED to
develop case further.

Medical Rebort on Adult with Allegation of Human
Immunodeficiency Virus (HIV) Infection

County Desk Aid for Making a PD Finding in Aduit
Claims

SECTION: 50167, 50223
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3. Chart Evaluating Completion of Section D, item 1 -
“Repeated Manifestations of HIV Infection® of Aduit
Claim

4. DHS 7035C Medical Report on Child with Allegation of Human
Immunodeficiency Virus (HIV) Infection

5. Desk Aid County Desk Aid for Making a PD Finding in Child

Claims

SECTION: 50167, 50223 MANUAL LETTER NO.: 181 6-12-97 22C3.13
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EXHIBIT 1
e @ Catomin—inath snd Wellre Agency Ompatmas of Mot Servns

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 A
(Medical Report on Aduit With Allegation of Human immunodeficiency Virus [HIV] infection)

Yumwu&mAdﬁmmmuamuwmmumnwm
MEDICAL SOURCE: Please detach this instruction sheet and use Rt 1 compiste the atached form.
L PURPQSE OF THIS FORM:

¥ you compiste and retisn $e chad form prompély, your patient may be able 10 recsive medical benefits while we are proceesing his or
her ciaiss far engoing disability banefita.

'm-hmambmmnum-.mumomummu-ammwmma—m
Evalustion Division may contact you taer 10 btain turther evidk Y your patient's claim.
L WHO MAY COMPLETE THS FORM:
A physician, nurse, or cther swerber of 3 hospital or clinic stafl. who 8 able 0 confiem the dlagnosis and ssverity of the NIV disease manlestations
Based N your secords, May Conrpiels and sign the form.
B MEINCAL RELEASE:
A Department of Heakth Services medica {MC 220) signed by your patient should be atached 1 The 10rm when yOu receive L If the release is
act attached, the medical reinase section on e form itsell should be signed Dy your patient.
V. HOW YO COMPLETE THE FORM:
o U you recaive the form from your patisnt and Section A has nct been corrpisted. plsase fill in he identifying inforrnation about your patient.
o You may not have © corrpiete al of the sections on the form.
o ALWAYS compiow Secton B.
®
[ ]

Campiste Section C, ¥ appropriste. I you check at 1825t ane of the sens in Section C. go right 1o Section E.
OIMLY compiste Secion D ¥ you have NOT checked any iem in Secsion C. See the special information section beiow which wil he®d you to

corrpiste Section D.
) c*msum-uhmm-ummw.m»
o ALWAYS compiets Sections F and G. NOTE: This form is not until itis signed.

V. HOW JO RETUBN THE FORM TO US:
e Mal the conmpisted, signed form as soon a8 possbie in the retum envelope provided.
o ¥ you received e 1orm wihowt 2 StIm emeiops, give the compistsd, signed form back 1 your patient for return to the county deparment of social
services.

How We Use Sectien D:

o Section D 253 you © 18 us what other ranidesiations of HIV your patient may have. R also 28ks you 10 give US an ez of how your patisnt's abRRy
1o function has been aflected.

o We do nct nead detaled descriptions of the functional fmitations irposed by the liness; we st need 1 MNOW whether your patient's abillty %o
function has been aflectad 10 3 “arked” degree N any of the areas listec. Ses delow for an explanation of the 18T “Tarked.”

Special Terms Used in Section D:

VWhat We Mean By “Repested” Menifsstations of HIV infection (sse Aem 0.7) :
“Repaated” maang that 2 condition or corrdination of condions:
o Octurs an average of Bwee tiTas 2 YOur, Of ONCH Svery four Months, Sach Lasting two weeks of mors; or

o Doss not tast for w0 weslks, ut occurs substantially more fraquently than Bree Smes it 2 yei! Of ONCe every four months; of

o Occurs lsas often than an avesage of Tree HMES 2 YEa! O ONCH Svery four MONtE it 258 substantialy longer than Mo weeks.

What We Msan By “Manifestations of HIV indecton (see ftarm D.7) :

“Manitestaxtions of HIV infection® may includs:

L) mmwns.amc bt without the findings specified there. (6.g.. carcinoma of the Canvix not maeting the crieria shown in Rem 22 of
the form, not ing the ria sh in Rem 33 of the form); or any other condition thal is N lswed in Section C, (e.g.. oral hairy
lsukopiaiia, rmyosiis).

o Manlesixions of HIV must result in sgnficant. Socumented Sympams and Signs. (0.5.. fatigue. fiver. malaiss, weight ICES, S2in. Night Sweats).

ONS 738 A (Covershen (30) Continued on reverse >

SECTION: 50167, 50223 MANUAL LETTER NO.: 181 6-12-97 2C-3.14




MEDI-CAL ELIGIBIFITY MANUAL

-’

What We Meen By “Markad™ Limimtion or Restricion in Funcioning (sse ey 0.2):

) mmbunmwmtmmwmuhm.mwunmum
patiant is confined 1o bed, hospRalzed, or in 2 nursing homs.

) Awmeﬂ“mmuhunMamMWmhMMwumu
mymmmamybmqmm.m-uw-dmum-»mmmu
abilty 1 function indepandently, appropriasely, and efiectively.

Whnt We Msen By “Activities of Dally Living™ (sse Mtam D.2):

e Mdmwmmauwnw“ammmmmmwamhm
putlic ¥ansportation, and paying bils.

mnmnmmmmamm.mwnum«uwhmuoma
mcmmm«.amu-mamaiuu(mm he or she i sbis 10 pertorm some sell-cae
activities) would have rmarked Bmiation of activhies of dady living.

What We Mean By “Socist Functioning” (ase M 0.2

] wmm—um.mmummmm
Exampte: An individual wih HIV infection who, becase of sympioms or 2 patem of exaceration and semission caused by e Bness o s
mwmh.ﬂhnﬁnmam&mwuauiﬂbm-hmﬁ-ner-ﬁa)
‘would have rarked diticulty in raintaining social tunctioning.

What We Muan By “Compisting Tasks in a Thnety Manner™ (sve Moms 0.2

o Compisting tasks in 2 timely manner Ewoves the abilly 1 SuSTAin CONCENUALIoN, PEMSISIBNCS, OF HACH 10 PENTt timly Compistion of tasks cOMYToNly
found i work settings.

Exampie: An individual with HIV infection who, because of HiV-related faigue ©F other SyTEIOMS, is UNable 1O SUSIaIN CONCENUTAion or Pace
atequale 1o conpiste sirpie work-selaed tasks (Sven though he or she i abie to 0o soutine acivitiss of daily Iving) would have marked dBficulty
comrpisting tasks.

PRIVACY ACT NOTICE

The Departrnent of Health Services (DHS) is authorized 1 collect the information on this form under
Sectons 205(s). 233(d). and 1633(e)(1) of the Social Security Act The information on this form is nesded by
DHS © maks & decision on the named applicant’'s sppiication for Medi-Cal based on disabiity. While giving us
the informasion on this form is voluntary, faikure © provido ali or part of the requested information could prevent
&an accurate or timely decision on the nemed applicant's appication. Although he information you umish is
aimost never used for any pUrpose other than meking & determination about the applicant's disabilily, such
information may be disclosed by DHS as follows: (1) 10 enable a third party er agency o assist DHS in
estabiishing rights 1o Medi-Cal bonefits, and (2) © faciitate siatistical research and 2udit activites NECasSary ©©
assure the integrity and improvemaent of the Medi-Cal program.

Womahouomm”cm“mmwmmwm.mm
compare our records with those of other feders!, state. and local government agencies. Many agencies may
use matching programs B find or prove that & person qualifies for bonefits paid by the Federal Government.
The law sllows us 1 do this even i you do not agree b it

FMMMWMMWW@W“M&W
confidertial. {(42 United Staies Code, Section 1392 (a) (7).)] The reguiations implementing this iaw deel with
the disclosure of information collactad and maintained by state Medicaid agencies. (42 California Federal
Regitter, Sections 431.300 &t s8g.)

D6 7B ACoveta) 4098
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e @ Colbunie—sadh suw Weleoe Agurcy Oopaunes @ Madth Sovane

MEDICAL REPORT ON ADULT WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The indlividual narmed below has Sed an sppiicasion for disabiity urder e Med-Cal program. lf you compiem 933 form, your padert
may be abie 1 recaive early medical benefits. (This is not 8 for an iration, but for exisdng rmedical informaton )

MEDICAL RELEASE INFORMATION
D Form MC 220, *Aushorization 10 Relsase Medical information” 10 the Department of Health Services, atached.

D * 1 herety ashortre the redics Below ©© relasse or disciose 10 the D of Heakh Services or Department of Social Services any
OF Other MDON MMGATING My for L y virus (HIV) infaction.
S ¢ vy ¢ Fasm MC 220 » NOT saacrea) Onw
>
A IDENTIFYING INFORMATION:
ST Snners S Jrostcanrs name
ApSicant's Suswl Sacuty Nhe Agptcms Oue of e

B.  HOW WAS NV INFECTION DIAGNOSED?

D Laboratory testing confrming HIV nlection D Other ciinical and laborazory findings, medical hstory, and diagnosis(es)
NGiced 1 the MeOT) evidence
C.  OPPORTUNISTIC AND INDICATOR DISEASES (Ple3se check, # agpitadie):
BacTteual bFecioNs:
1. [T siycobecierial infection, (eg. cumed by M. swrmewscobuwe, © 12 O suconmycosie -
M. herwess. o M. LDWOSOES). 6t 8 G ofur Tun T ANQE, SR, OF
Coricas & ree e nodee ProTozoan or HeLssamec beecTiones:
. . 12 O crypw ia, lseeperiaaia, or A8 riciosie, s
2 D e 7 . - Gone lastrg for ene SCreh or longer
3 O Necardicsis 4. D Pn ystie Carinil P is or Ex: y
Prscanocysts Carindl indection
«Os 5 !

’ 18 D Swongylokisela, eveemearal
S.DSMQrW(ng.mm)

Dc or et 16. D Tozopisemosis, of an orgws CPr Tan T Bver. THIsEN, Or lyvph
L]
6. [ muvpie or Re Bacwrisl infecs 3 petec
Y o Vinas brecions:
VOEITErE TS OF MUY SMSS N ON9 yeur
1. O Cy rirus Di: 51 6 S0 otar an T Svwr, spiewn.
Fueaal bFecTiONS: ar tyvepn roces
7. O Awerpitoss 12. O Herpes Saplex Virm, o weceon, (0g..
oret, garel, peiene) lestng &¥ ane MONE OF INGar: OF (deckon & 8
28 O Candidiasls, & s ste oter fuan 1o san. ey Yact. rmecanal ane ofrer Ten Tre sk or (3.
WaCt, OF Orsl of MAVOVAgING! MUCOME MEMRISNeS. Of CANMMASMS g o P
Ywoheng S casphague, Tachee, SRR, o ANgS.
19. D Herpos Zoster, o wh o
- % D Ceoccidioidomycosla, st 3 ste elwr than $re Angs or lymph e resers © vestmert
nodes.
2. O rrogp Musetocsl 1 on v
10. D CrypRococcosis. st & e ofwr fun B Args. (o 9. OyplacOcEN
ane) 21. O Hepatius, g n wver oy
SEpropms Sndngs. (0 9. aaws 3
1. D HistopIammnosis . st & o 0Bwr Ten 119 LGS OF YD NOONS Varncee, hepasc encepheapaty)
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MEDI-CAL ELIGIBILITY MANUAL

= D Carcinema of $w Cervix, rwessve. RGO s13ge § and beyord

2 O Kapesi's Sar - ve arel o ot
The gasireinestingl 7act. lungs, OF Other viaCeral argans. oF
vetvemert of e slin or -

' v 9 9

2. D Lynphoma, o any wpe. (0.g.. rvnery iywphome of $w Wwam,
- v ower o

a0 o

= 0 Squameun Col Carcinoma of ®w Anus

S or Mucous MausaaEs:
F-§ 0 Cenditions of the Skin or Muceus Membranes, with
g o ] L "1 )
(o9.. > i such ss or
PN & eler y vy nrran
HEMATOLOGIC ABNORMALITIES:
27. O anemi "G 82 30 pavcers or tees). g one
OF e SI00S VINEASNGNS GN oM Serage ¢ &L 18aS GNCY Svery WO
"
22 O cranu Yiopenia, wan prm— Y
Setmr 3000 Y aro v _,
J o last Sve
- Dmm-m couns y below
40,000 wih ot ioest t ap 9. g
voutaon 0 e Ba S o wh Q" T
ast 12 suwehs.
NEURCLOGICAL ABNORMAUTIES:
an& phajopathy, Oy cogx or motor

OyshrTion ut bRis ASTION a0 FOgressss

31. [T Other Neursiogical Manitestations of IV infection,

(0g.0e Y). entn wge ang per
ot mator = WO )

HIV WasTng Sromous:

2. HV Wasting Syndrome. cherecnzes by rwearery seapre s
of 10 p or move of (or other y
wenFt Ioes) ans, ?» e SBeenTe of & CTNCATErt Sirwes Sat coss
expiaw e TNdrige. Fwohang: Cvanc dantes wilh 2 OF More 1008e
OGS dady laslng 1r 1 MONEYT-Cr IONQEr; OF CIVONIC wesltrmes and
Goasmentsd fover grester han 38°C (100.4°F) tor ;e magerny of

1 ;e or tanger
Dunmmea:
<< § D Dissrhes, laseng tr arw moreh o KrDer. BTt © Veatrare. and
v Y or e
)
CARDIOMYOPATHY:
) u. O Cardiomyopethy (creonc heant e, oF Gr pUTONele. o Ofar
v y rot o )
Nermmoraniy:
35 O sepiwopstry, mamm .

_ InFecTiONS RESISTANT TO TREATMENT OR REQuUIRING

HOSATAUZATION OR INTRAVENOUS TREATMENT TMREE OR
Mone Tases ¢ One an:

O sepais

8 B

O seningite
Umm

T Sepuc Arewine

38
».
40.

41. [J Sienmisia, noogncasy csasmerses

O Endocardite

¢3S 7008 A (00)

Pupo2@ >
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D. OTHER MANIFESTATIONS OF HIV INFECTION:

1.  Repssted Manitess of HIV infecson, including dis musmc Rerrs 1-41, Dt wkthout the speciiied findings descried
mammmhmmmam (0.5 tatigue. lever, maisise. weight bas, pain, night sweats).
Pisass epecity:

2  The menilestations your patient has had;
B The musmber of episodes ocauring in the same one-year period; and
¢  The agproxiirase duration of each episcde.

m.mwuwmmmmmmpmuwuq—nm:uum
Used 1 Mest the requirement Must have ocourred in the Same one-year period. (See atached instructions for the detinition of “repestsd

maniestations )
¥ you ased more space. plesse wme Section E:

MANIFESTATIONS NUMBER OF EPISODES IN DURATION
THE SAME ONE-YEAR PERIOD OF EACH EPISODE

AND
2  Anyet e Felewing:

O  Marted restriction of Activisies of Dally Living; or
T  Marked dmicuties I maintaining Socisl Funconing; o
0 Marted diicaies in corrpisting tasks in a tmely Tanner dus to deficienciss in Cancantrstion, Persisence, or Pace.

E MMMuwlmqumhsmsamemmmmmmm

MEDICAL SOURCE INFORMATION (Pwase Prve or Type):

G

rugeded

048 208 A 400y

P]
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EXHIBIT 2
COUNTY DESK AID FOR MAKING A PD FINDING IN ADULT CLAIMS
The County Wil Make A The Following Combination of Blocks Have Been Completed, And The
PD Finding If: Blocks Have Been Completed as Indicated Below:
Section B .. Either block has been checked
Section C One or more blocks have been checked
- Medical source’s name and address have
Section F been completed
Signature block has been completed
Section G
OR
Section B Either block has been checked
Section D ftem 1 - has been completed showing
manifestations of HIV infection that are
repeated as shown in Exhibit 3
itesn 2 - one or more blocks have been
checked
Section F Medical source’s name and address have
been completed
Section G Signature block has been completed

SECTION: 50167, 50223 MANUAL LETTER NO.: 131 6f-12-97 22C-~2 10
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EXHIBIT 3

EVALUATING COMPLETION OF SECTION D; ITEM 1 - "REPEATED MANIFESTATIONS OF HIV INFECTION®
OF ADULT CLAIM '

IF: HIV manifestations listed in Section D include diseases
mentioned in Section C; items 1-41 of the DHS 7035A, but
without the specified findings discussed there (e.g., carcinoma of
the cervix not meeting the criteria shown in item 22 of the form,
diarrhea not meeting the criteria shown in item 33 of the form);
or any other manifestations of HIV not listed in Section C. (e.g.,
oral leukoplakia, myositis)*

AND:
Number of Episodes of HIV Duration of Each Episode is:
Manifestations In The Same
1-Year Period is:

At least 3 At least 2 weeks Requirement is met

Substantially more than 3 Less than 2 weeks Requirement is met

Less than 3 Substantially more than 2 Requirement is met i
weeks

Unable to determine Unable to determine Refer to DED

: *REMINDER: If there is any question as to whether the manifestation listed is a manifestation of r
| HIV, refer to DED

ALERT: The same manifestations need not be represented in each episode.

Examples
Manifestation(s) Episodes Duration Requirement Is Met?
Anemia 2 2 months each time Yes'
Diarrhea 2 3 weeks each time Yes?
Bacterial Infection 1 2 % weeks

N

Pneumonia

1 week each time No®
(Refer to DED)

SECTION: 50167, 50223 MANUAL LETTER NO.: 181 6-12-97 o9z 20
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1 The requirement is met based on less than 3 episodes of anemia, each lasting substantially more
than 2 weeks.

2 The requirement is met based on a total of 3 episodes of diarrthea and bacterial infection, each
lasting at least 2 weeks.

3 mereqmmmemanotmetbemweMareMepisodesofpnemnonag_each episode
did not last substantially more than 2 weeks.
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EXHIBIT 4
Bae e Hadh Aguxy Capatus o Hadth Servioss

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 C
{Medical Report on Child With Allegation of Human immunodeficiency Virus [HIV] infection)

A claim has been fiad lor your patiert, Kdentified in Section A of the attached form, jor Med-Cal dsadiy benefis based on HIV infection.
MEDICAL SOURCE: Pisase detach this instruction shest and use It 10 Compists the attached form.

L PUBPOSE OF THIS FORM:
¥ you compists and resn e aftached form promply, your pstent mey be abis 1 recsive medical banefits while we are processing his or
e claimn for engoing disability benelte.

This b nc2t & request for an examination. At this time, we siTply nesd you 1 1l it this Sorm based on existing madical informasion. The Stase Disabiltty
Evalustion Division may contact vou lter 1 Gbain Jurther evidencs nesded 10 PFOCESS yYOUr Paient's Caim.

L WHO MAY COMPLETE TIRS FORM:
A physician, raese, or other murrber of 3 hospital or clinic stafl, who & able 10 corfiem the diagnosis and severity of the HIV Gsamse raniestations
unmmqmumum

R MEINCAL BELEASE:
Amdwwwummwumm“ammnmpummmm
L § the reisase is 2ot anached, e madical reisese section on the form tsel Mudwbymmmum

V. HOW JO COMPLETE THE FORM:
o lm*hm”mmmw”“%Abummm.hhwwm
yor paiert.

You muy not have 1o comgine all of the sections on the form.
ALWAYS compisw Secten B
Campiote Section C, ¥ spgrepriste. ¥ you check at isast one o the Rarrs in Section C, g right © Section E_

OILY campiste Secion D ¥ you heve NOT checked any lsm in Sectian C. Ses the special infonmation section beiow which wil hep you
cormpiste Section D.

Campiote Section € i you wish ' previds comments on your patisnt’s condiSon(s).
o ALWAYS compiete Sectians Fand G. NOTE: This form is not compisw st it is signed.

V. HOW TO RETURN THE FORM TO U3: .
o Mal the conrpistad, signad fonn as scon as posshis i the setum envelcps provided.

o §you recaived the form wthout 2 sturn envelops. give the corrpisted. signed form back © your Patisnt's parent o gUArEan for UM 10 the county
departmerx of social services.

How We Use Sectian D:

o Section D axis you to il us what other manilestations of HIV your patient may have. X alto asks you 10 give us an idea of how your paient's abillty
1 function has besn aflecied. Corrpiste only the areas of tunctioning appicable 10 the chid's age growp.

e We do not nesd detaled descriptions of the functional fmitations sTposed by the liness; we st need 10 kNOw whether your patient's abilty to
funcaion has been afleciad 1 e extant descrded.

o For chikiren age 3 10 astainmarnt of age 18. the child must have 2 “Marked” resyiction of fUNCIIONING N ™o 27638 10 be eligibie jor thase benelits. See
below for an explanation of the Wrm “marked.”

Specisl Terma Used in Secton O:

West We Maan By “Manifestations of HIV infecion” (see e D.1) :

“anilsszations of HIV infection” ey inchude any conditions lisied in Section C, xt without the findings specliied thers, (e.g.. oral candidiasis not
mummnmaaummumuwmumxdum or any cther conditions thal is not listed
I Section C, (8., oral hairy lsukcplaiia, hepatomegaly).

Whut We Mean By “Martad” (see Aem 0.2 0—Appiiss Onfy to Children Age 3 10 18):

o When “marked” & used 1 descre functional kvkatiors, & masns ore than mRdecae. Dt less than extrems. “Marked™ doss NCX ITPly tha your
patient s confined o bed, hospitakzed, or placed in 2 residential rextrnant tacity.

® Amm:uybmmmmlhnahunmmm«mMGWn.w An individual need not be

wXady pr 3 trom peric anMaWMawamdeCMabmmmn
ability 10 tunction ly. appropriately, and effectively in an age-appropriate manner.
DS 738 C (Comwatand) 404) Continued on reverse >
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PRIVACY ACT NOTICE

mwumwmum:mmmsmmmww
s-csanasm.md).wmxnaus«us-aiqmmm«\mwimn
mnm.MQNWMWhWMMM.MMu
uiundmmﬁbmbﬂmy.&nbm‘amdmwmwm
mmwmwmmwwommummmh ‘
dmmwhwmommm-mmuwsmy.w
mmuwwoﬂs“mmuuwumm«wummsh
mmuwmumnmwmmmxmwu
mummmquwm

mmwmummmummnmmwm.umm
mnm%m&“&a&.“b&mm%m&sm
muwiymb“wmmamthmﬁdwmwm
The law allows us 10 do this even if you do not agree to it

Mummmmwm»mu%uw
m«qmmm.w:aamm»mmwmmuw
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MEDICAL REPORT ON CHILD WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION
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SECTION C (contirand)
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0. OTHER MAMFESTATIONS OF MV INFECTION:
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EXHIBIT 5
' COUNTY DESK AID FOR MAKING A PD FINDING IN CHILD CLAIMS
The County Will Make A The Following Combination of Blocks Have Been Completed, AND The
PD Finding If: Blocks Have Been Completed as indicated Below:
Section B Either block has been checked
Section C Onéormoreblockshavebeendmecked
ALERT: ltem 6 applies only to a child
less than 13 years of age
Section F Medical source's name and address have
been completed
Section G Signature block has been completed
Section B Either block has been checked
item 1 - has been completed

Section D

AND

Birth to attainment of age 1 - One or
more of the blocks in item 2a has been
checked,

OR
Age 1 to attainment of age 3 - One or

more of the blocks in item 2b has been
checked,

OR

SECTION: 50167, 50223
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Age 3 to attainment of age 18 - At least
two of the blocks in item 2¢ have been
checked '

ALERT: The appropriate temn 2a., b., or
¢. should be checked based on the

child’s age
Section F Medical source’s name and address have
_ ‘ been completed
Section G Signature block has been completed
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22 C-4 - COMPLETING DISABILITY EVALUATION FORMS -

MC 017/MC 017 (SP) -- WHAT YOU SHOULD KNOW ABOUT YOUR
MEDI-CAL DISABILITY APPLICATION ‘

This is an optional form which may be given to client who wishes to pursue a Med-Cal
application based on disability. This informational form gives client an overview of what can
be expected when an application based on disability is filed.

MC 179/MC 179 (SP) -- 90 DAY STATUS LETTER

A.

BACKGROUND

Section 50177 of Title 22 of the California Code of Begulatioris requires CWDs to
complete the determination of eligibility no later than 90 days from the date the client
requests Medi-Cal based on disability or blindness. To ensure timeliness, the Radcliffe

and Harris v. Cove, et al (Radcliffe} lawsuit specified that:

L] independent disability determinations be made within the time limit required by
law; and

o A status letter be issued to client whose disability determination would not be
: decided within 90 days.

Formm MC 179 was developed for client notification by CWD if a'disability packet has
not been sent to SP-DED by the 80th day from the date disability or bhndness is
alleged. It informs client of reason(s) for a delay in the claim processing.

The 80th day is counted from the date specified in Item 5 of the MC 221. For
APPLICANT, date should be the SAWS 1 date; for BENEFICIARY, the date should be
the date of the most recent MC 223, Applicant’s Supplemental Statement of Facts.

COMPLETING THE MC 179

The MC 179 (English and Spanish) was developed for CWD use only. This status letter
informs client that there has been a delay in processing the disability-based Medi-Cal
claim and the reason(s) why the claim has not been referred to SP-DED. The status
letter provides check blocks and blank spaces for completion by CWD.

It informs client that "We are awaiting the following information®:

° For you to respond to our request for additional information. (CWDs may use
their discretion as to inserting additional information on the blank lines.);

® For you to respond to our request to come into the office;

SECTION: 50167. 50223  MANUAL LETTER NO.: 142 DATE: FEB 0 6 19952C4.1
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® For you to contact your el;gxbxlzty worker RIGHT AWAY because your disability
form(s) is not compieted correctly; and

° Other. (Specify reason(s} in space provided.)
C. WHEN THE MC 179 IS USED

County MUST issbe MC 179 in the following situations:

1. No later than the 80th day from date Medi-Cal based on disability is requested,
if disability packet has not been submitted to SP-DED, or

2. At any time prior to the 80th day if CWD knows that the packet will not be
sent by the 80th day, or

3. If on the 80th day, CWD has a returned SP-DED referral packet, or

4, If CWD received a letter from SP-DED that the MC 179 was missing when

SP-DED received the referral packet on the 86th day or later. Attach copy of
MC 179 sent to client to a copy of SP-DED’s letter with the comment
"see attached” on SP-DED’s letter, and send to SP-DED.

D. SEND COPY OF MC 179 TO SP-DED

1. Attach copy of MC 179 to SP-DED disability packet if packet has not been sent
by the 80th day, is not expected to be sent by the 80th day, or if on the 80th
day or later CWD has a returned disability packet. :

Check box in item 10 of the MC 221 which specifies "(MC 179) 90-Day Status
Letter Attached” to inform SP-DED that the letter was sent to client.

2. Attach copy of MC 179 to copy of SP-DED’s form letter (OX 9 from Oakland
Branch or LAX 9 for LA Branch) which informed CWD that case was received
by SP-DED after the 86th day without a copy of the MC 179 included. Enter
comment “see attached” on copy of SP-DED’s letter.

3. MC 220 —- AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

A. HOW THE MC 220 IS USED

The MC 220 authorizes the release of medical records, including testing and treatment
records, for medical conditions including Human Immunodeficiency Virus (HIV),
Acquired Immune Deficiency Syndrome (AIDS), or AIDS-Related Complex (ARC)

patients.
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

B. NE M

P

TIN R

An MC 220 signed and dated by client is required for each treating source {one who
has treated client for a significant medical problem), testing facility, or agency listed
on the MC 223, except for Social Security. Only one treating source may be
designated per signed MC 220. Three extra MC 220's containing the client's signature
and date should be obtained.

7.

p

Do:

Enter client’s name, Social Security Number, name of doctor,
hospital, or clinic where treatment was received, and hospital
or clinic record number.

Enter address of treating source or beginning and ending dates
of treatment. They will be completed by SP-DED. However,
if request is for alcohol or drug abuse information, form should
be compietely filled out.

Ask the applicant to date the MC 220's. The forms are valid
for 90 days from the date entered. Forms dated more than
90 days prior to SP-DED’s receipt will be returned to CWD.

Send the MC 220's to SP-DED if it is noted that the time is
getting close to expiring on the 90-day limit, instead request
that the client complete more MC 220's with a current date.

If SP-DED receives MC 220's that are not dated by the client,
the DED packet will be accepted and will not be returned to the
CWwD.

Alter, cross out, white out, or make changes to MC 220, as
these are not acceptable to treating source. Any altered
MC 220 will be returned by SP-DED.

Send MC 220's with photocopied signatures, as they are not
acceptable to treating source.

Send three extra MC 220's which contain only client's
signature and date. These are used when additional treating
sources are identified during case development.

SECTION: 50167, 50223
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D. SIGNATURE REQUIREMENTS
The MC 220 may be signed by:

Client;

Legal representative of a minor or incompetent client;

Legal or personal representative of a client physically incapable of signing; or
Personal representative of an incompetent or deceased client.

When requesting the release of medical information pertaining to minor consent
services as specified in Article 19B, the minor (who has attained the age of 12) must
sign the release.

Special considerations on handling MC 220’s are as follows:

1. lient H rdign Or r

The MC 220 must include sigﬁature of guardian' or conservator. Enter
relationship to client next to signature (e.g., legal guardian).

2. The Client Is | nt Or Physically In f Signin

If client is incompetent or physically incapable of signing, and does not have
a guardian or conservator, MC 220 may be signed by the legal or personal
representative who is acting on client's behalf. Enter relationship to client next
to signature (e.g., spouse, mother, friend). Specify reason why client cannot
sign MC 220 below signature line.

3. The Clien n_Only Sign With A Mar

If client can only sign with a mark (e.g., "X") or other unrecognizable symbol
{e.g., non-English character), MC 220 must include:

. Signature or mark of client;
L Client's name, written next to the "X" or symbol;
L Signature of witness. NQTE: Witness signatures with an "X" or other

unrecognizable symbol are not acceptable; and
L Relationship of witness to client.

E. WR N D REP! R 1

The client may designate any person to become his/her AR as long as some type of
written authorization is provided by the client. The written authorization does not need
to be on any specific form or document. A signed AR document grants another person
authority to accompany, assist, and represent a client during application for or
redetermination of Medi-Cal benefits. But it does not permit the AR to sign MC 220’s,
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unless the.client is incompetent. The eligibility worker (EW) is responsible for ensuring that the
written authorization, used to give the AR the power to act on the client’s behalf, is signed and dated
by both the AR and the client, and to the best of the EW’s knowledge, the actions the client wants the
AR to perform at the time he or she provides this document. A copy of the AR document must be
included in the packet sent to SP-DAPD to allow contact with the AR. If the AR document is received
after the packet has been sent to SP-DAPD, the EW shall then send the document via the MC 222
“Disability Evaluation Division Pending Information Update” form. SP-DAPD will not accept an AR
document that did not come through the WD.

MC 220’s must be signed by client unless client is a minor, has a guardian or conservator, is
incompetent or physically incapable of signing the releases.

MC 221—DISABILITY DETERMINATION AND TRANSMITTAL

A. USE OF FORM

This is the transmittal and determination document shared between county welfare department
and SP-DAPD. ltis used only for new applications or resubmitted disability cases to SP-DAPD.

Note: If a case is pending in SP-DAPD, Do Not use the MC 221 to update SP-DAPD regarding
any changes or to provide new information. Use MC 222-DAPD Pending lnformatnon Update

form instead.

The reverse side of this form provides information on how to complete items 5, 6, and 8.

B. HOW TO COMPLETE THE MC 221

ltems 1 to 4, .

and 7: Provides vital information on the applicant.

Item 2: If the Social Security number is pending, the word “Pending” should be
inserted or-an explanation as to why there is no number. If left blank, the
packet will be returned to CWD.

ltem 5: The month, day, and year must be provided. For APPLICANT, insert the
SAWS1 date.

For BENEFICIARY who alleges blindness or disability, the date must reflect
date CWD becomes aware that beneficiary is requesting a reclassification
to a disabled category (the date will most likely be date on MC 223). This
is the beginning date for the 90—day promptness requirement of Section
50177 of Title 22 of the California Code of Regulations. :

ltem 6: List each separate month for which retroactive coverage is requested (not
more than three months prior to application date).

ltem 8: Check all applicable boxes.

Item 9: Check if applicant is currently in a hospital and identify hospital. If checked
include MC 220 for hospitals.

Item 10: Insert information CWD needs to relay to SP-DAPD. Attach additional

sheets or forms, such as the DHS 7045 (Worker Observation form), as
needed. Iif additional sheets or forms are attached, check “See Attached

Sheet” box.
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NOTE: If MC 179 is attached, check "90 Day Status Letter Attached” box. If Presumption
Disability (PD) was granted, check the “PD Approved” box.

ltems 11 and 12: CWD worker information and date sent must be clearly identified.

ltems 13to 17:  These will be completed by SP-DAPD. These boxes inform CWD if case
decision are found in Section 22 C-8—Processing SP-DAPD Decisions.

NOTE: If SP-DAPD forwarded a packet to another Branch to "equalize” its caseload, a box at
the bottom of form ("Oakland” or LA”) will be checked to specify the Branch to which jurisdiction
was transferred. A copy of the MC 221, with one of the boxes checked, will be sentto CWD by
the receiving Branch ONLY if a case is "equalized.” This alerts CWD that the case is assigned
to a Branch other than the one to which a packet was sent.

5. MC 222 LAIMC 222 OAK — DAPD PENDING INFORMATION UPDATE

A

USE OF FORM

This form is sent to SP-DAPD when CWD becomes aware of new or changed information -
affecting a pending case. CWDs who send disability packets to Los Angeles SP-DAPD will use
MC 222 LA. Other CWDs who send packets to Oakland SP-DAPD will use MC 222 OAK. Use
of this form replaces the updating of SP-DAPD via an MC 221, which will be used only for new
applications and resubmitted cases.

CHANGES TO REPORT TO SP-DAPD

CWDs will report the following changes to SP-DAPD while a disability case is pendmg in
SP-DAPD:

Change in client’'s address;

Change in client's name, telephone, or message number;

Denial or discontinuance of client on basis of non-medical information (e.g., excess
property);

Withdrawal of application;

Cancellation of Authorization for Release of Information (MC 220) by client;

W=

o s
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Death of client;

Receipt of new medical evidence (attach new medical evidence to MC 222);
Availability of interpreter {provide name and phone number);

Change in EW; and

Any other pertinent information whlch affects SP-DED's actions on a pending
case.

o0 NO

6. MC 223 - APPLICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR
MEDI-CAL (ENGLISH/SPANISH)

The MC 223 helps SP-DED obtain a clear and accurate picture of client's disabling condition(s).
Client should identify ALL pertinent medical, vocational, social and/or third party sources who
can provide relevant information regarding his/her condition. Addresses and telephone numbers
where the sources can be located MUST be provided.

A. PACT OF : !

The 1990 revisions to 42 CFR 435.541 clarify the controlling nature of SSA's disability
decisions when client has made both an SSA disability application and a Medi-Cal
application based on disability. These revisions specify when client must be referred
back to SSA or SP-DED.

It is extremely important that client inform CWD if there was an SSA disability decision
in the past, or if there is a current SSA disability claim or appeal pending.

B. T1 WHICH P T

Questions 5 through 5D help CWD decide whether to deny an application for Medi-Cal
based on disability and refer client to SSA, or whether to refer client to SP-DED for an
independent disability decision.

C. W T MP

EWs should assist client in completing form thoroughly, as incomplete forms may result
in case delays. Any discrepancy, especially in personal information, should be resoived
before sending case to SP-DED.

Parts | and Il below, Personal and Medical Information, should be completed by client as much as
possible. Any corrections should be initialed. CWD staff should write any information which may be
helpful for case processing in margin designated as "County Use Only".
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PART 1 - PERSONAL INFORMATION

ftem 7a Provide full name.

Item 71b Include Social Security Number. If none exists, indicate "Pending” on "M/A"®
{applies to all cases). DO NOQT leave blank.

Item 71c Specify month, day AND year of birth.

Item 1d Provide all known alias(es). |

Item Te Specify if male or female.

Item 1f-g Provide height in feet and inches, and weight in pounds.

Item 2a-b Provide residence address. Specify mailing address if different.

Item 3 Provide area code and phone number. Indicate if there is no phone or if there
is a message number. Specify best time to call.

Itern 4a-b Indicate if English is spoken; if not, specify language spoken. If mterpreter is
available, indicate name, phone number and best time to call.

PART Il - MEDICAL INFORMATION

. Item 5 Indicate if client applied for Social Security or Supplemental Security income
(SSI) disability benefits within the past two years.

NOTE: CWD will review client's responses to ltems 5-5d.

(] if “no”, submit disability packet to SP-DED.
° If “ves”, consider the following questions on client's SSA disability
claim:
° did SSA approve claim?
° did SSA deny claim or is status unknown or pending?
° was decision made within or more than 12 months of the
Medi-Cal application?
° was SSA's denial appealed?
° has client's condition worsened or have new medical problems
developed?
° If “yes”, refer to the following chart which specifies whether case

should be referred to SSA or SP-DED. If client is referred to SSA, CWD
will deny the disability application and issue denial NOA, MC 239 SD
{3/92), and Important Information Regarding Your Appeal Rights -
Social Security Information, MC Information Notice 13 (3/92).
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Itemn 19E
through 19G

Iterm 20

- Indicate highest grade completed or year GED test was passed.
If client is wunable to read or write despite
stated educational level, enter “functional illiterate® next to grade level. If
client attended special education classes, emter "special education® next to
grade level.

- Indicate employment within the last 15 years. lf work was performed
during the past 15 years, complete Part 2 of form.

PART 2 - VOCATIONAL INFORMATION

Itemns 1 and 2
ftems 6a and 6b

- Enter client’s name-and Social Security Number.

- Enter job titie and dates worked. Provide job description, as job
performed may differ from what is described in the Dictionary of
Occupational Titles (DOT) which lists jobs performed in the national
economy. If no description is provided by client, SP-DED will use DOT's

job description.

¥ more than two jobs were performed in the last 15 years, give client extra copies of "Part 2 -
Vocational Information® to compilete.

Of What To Inciude in Job D iption:

Types of tools, machines or equipment used;

Whether writing or supervisory duties were involved;
Frequency and weight of lifting involved;

Hours spent sitting, standing and walking;

Other exertional requirements, such as climbing or bending; and

Description of alterations made to_job functions to accommodate impairments, such as

special equipment or changes in duties
7. MC 272 —- SGA WORKSHEET

This worksheet is used when applicant has gross eamed income of over $500.

Section | - Add gross average earnings. Indudewhndpayxnemsrecewed,suchasmomand
board, and any other income, such as tips.

Section I CanpmeanmblelmpamnanﬁdatequkExpensesﬂRWEisexplainedhdemn
in Article 22 C-1 — Determining SGA) and deduct from gross eamings.

Section {li Ifapplmntsworknssubs:d:zed(asspecﬁedmAmdezzc-n indicate what
subsidy is worth.

SECTION: 50167, 50223
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10.

Section IV *Net countable eamings®, after deductions, should be $500 or less in order for case
to be referred to SP-DED. If above $500, client is performing SGA and ineligible
for Disabled-MN.

MC 273 — WORK ACTIVITY REPORT (ENGLISH/SPANISH)

Form is pmvidedtoappliwlttoirlfonnhitn/herabommessoo SGA limit. It gives applicant the
opportunity to provide information leading to IRWE or subsidy deductions.
ftems 110 8 Applicant compietes these items.

Item © 'EW indicates if (a) subsidy or (b) IRWE is applied to gross eamed
‘income and if applicant is found to be engaging in (c) SGA.
- EW indicates in “Explanation” section how a decision of SGA or
non-SGA was determined. -

MC 4033 — UPDATE TO DISABILITY LIAISON LISTS

CWD completes MC 4033 to notify the state of any updates needed for designated liaisons and
mailing lists for either:

° MEDI-CAL LIAISON(S) FOR DISABILITY ISSUES, or
° MEDI-CAL LIAISON(S) FOR QUARTERLY STATUS LISTINGS FOR PENDING AND CLOSED

DISABILITY CASES.

Oheckappropmtelisungbemgchanged Specify items being updated. Complete a separate form
for each representative and corresponding information being updated. Print or type the information.
Send form to DHS-MEB.

DHS 7035A / DHS 7035C — MEDICAL REPORT ON ADULT/CHILD WITH
ALLEGATION OF HIV

DHS 7035A is used for an aduit, and DHS 7035C for a child, who alleges HIV, AIDS or ARC. These
are completed by a medical source when client alleges having Human Immunodeficiency Virus (HIV)
infection, Acquired Immune Deficiency Syndrome (AIDS), or AIDS-Related Complex (ARC). Upon
receipt of form, CWD processes case under Presumptive Disability (PD) criteria.

Articie 22 C-2 — Determining Presumptive Disability discusses in detail how this form is used and
evaluated.

SECTION: 50167, 50223 MANUAL LETTER NO.: 13, WY 27 B38040
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PART lli - SOCIAL AND EDUCATIONAL INFORMATION

Item 714 Indicate what daily activities are participated in and hOV;I they are
affected by the medical condition(s). This is helpful 1o SP-DED,
especially in mental or emotional disorders.

Item 715a-c Indicate highest grade or if GED completed, when it was completed, or
if special education classes were involved.

CWD must not guess at the client’s educational background or the level
of education compieted. Incorrect responsel(s) could resuit in an
erroneous disability denial or-approval. The client should be contacted
if information on education is'incomplete or omitted. If the client states
that he/she does not know what level of education was completed
or information is not available, CWD ‘'should note this in the right
margin (e.g., “Client states level of education unknown/not available”).
DO NOT leave this section blank.

NOTE: If the CWD observes that the client is illiterate or any
inconsistency is noticed, it should be noted in the right margin or in
Item 10, County Worker Comment(s), of the MC 221. CWD could
note, for example, client is illiterate or client indicates an eighth grade
education but has significant difficulties in reading, writing or
understanding. If there are additional observations that the CWD feels
may be of benefit to SP-DED, the CWD may include them on the form,
DHS 7045 (Worker Observations - Disability).

Item 16 i Specify if there was work activity which was performed for more than
30 days during the last 15 years. This includes any relevant work
which was performed outside of the United States.

If “yes”, complete Part IV.
PART IV - WORK HISTORY

Item 17 Enter job title, dates worked and job description. Be sure to also
include any relevant job(s) which was performed outside of the United
States. If no description is provided, SP-DED will use the job

description in the Dictionary of Occupational Titles,
h W, J JoXil
] Types of tools, machines or equipment used;
L] Whether writing or supervisory duties were involved;
° Frequency and weight of lifting involved;
o Hours spent sitting, standing and walking;
L] Other exertional requirements, such as climbing or bending; and :
° Description of alterations made to job functions to accommodate impairments, such as
special equipment or changes in duties
SECTION: 50167, 50223 MANUAL LETTERNO.: 20 8 DATE: . - _22C4.11
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PART V - SIGNATURE AND CERTIFICATION

o Enter proper signature(s) and current date.

NOTE: CWD will provide client three extra MC 220's (7/93) for client's signature only.

7. MC 239 SD - MEDI-CAL NOTICE OF ACTION - DENIAL OF BENEFITS DUE TO
A FEDERAL SOCIAL SECURITY DISABILITY DETERMINATION
(ENGLISH/SPANISH)

If the following exist, SP-DED is not allowed to make an independent decision and CWD must

complete MC 239 SD to notify client that case is denied.

° " SSA has denied a disability claim on the same condition(s) which is (are) alleged on the
Medi-Cal application based on disability AND the application is within 12 months of the
SSA denial AND ciient has a worsening eof his/her condition.

OR

o The Medi-Cal application based on disability is within 12, or more than 12 months of
the SSA denial AND client has no changes or new condition(s).

8. MC INFORMATION NOTICE 13 -- IMPORTANT INFORMATION REGARDING
YOUR APPEAL RIGHTS/SOCIAL SECURITY INFORMATION (ENGLISH/SPANISH).
This notice is used in conjunction with Medi-Cal Notice of Action, MC 239 SD. It informs client
of the following:

e Appeal rights through SSA, .
e Information regarding SSA reccnsideration/reopening,
® Circumstances in which SP-DED cannot make an independent disability determination,
® Circumstances in which SP-DED is allowed to make an independent disability
determination, and '
° Circumstances in which client is allowed to file for a state hearing.
SECTION: 50167,50223  MANUAL LETTERNO.: 20 8 DATE: ,,, .. ._.22C4.11a
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10.

11.

MC 272 — SGA WORKSHEET

This worksheet is used when applicant has gross earned income over the current SGA
amount.

Secfion 1 Add gross average earnings. Include in—kindApayments received, such as
~room and board (which is not condition of employment) and any other
income such as tips.

Section 2  Compute allowable Impairment- Related Work Expenses (IRWE explained
in detail in Article 22 C-1 —Determining SGA) and deduct from gross eamings.

Section 4 If applicant’s work is subsidized (as specified in Article 22 C-1), indicate what
' subsidy is worth. '

Section 5 “Net countable earnings” , after deductions, should be current SGA amount
or less in order for case to be referred to SP-DAPD. If above current SGA
amount client is performing SGA and ineligible for Disabled-MN.

MC 273 - WORK ACTIVITY REPORT (ENGLISH/ SI5ANISH)

Form is provided to applicant to inform him/her about the SGA limit. It gives applicant the
opportunity to provide information leading to IRWE or subsidy deductions.

Items 1to 9 Applicant completes these items.

“Check List For County Use Only”

This is a check list for the EW to determine whether the
applicant has any subsidies or IRWEs that can be
deducted from gross wages. After the subsidies and IRWEs
have been deducted, the EW indicates whether the applicant
is engaging in SGA. '

Space is provided if explanations are necessary.
MC 4033 — UPDATE TO DISABILITY LIAISON LISTS

CWD completes MC 4033 to notify the state of any updates needed for designated liaisons
and mailing lists for either:

. MEDI-CAL LIAISON(S) FOR DISABILITY ISSUES, or
. MEDI-CAL LIAISON(S) FOR QUARTERLY STATUS LISTINGS FOR PENDING
AND CLOSED DISABILITY CASES.

Check appropriate listings being changed. Specify items being updated. Complete a
separate form for each representative and corresponding information being updated. Print
or type the information. Send form to DHS-MEB.

SECTION: 50167, 50233 MANUAL LETTER NO.: 252 DATE: 10/15/01  22C-4.11b
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12

13

DHS 7035A / DHS 7035 C — MEDICAL REPORT ON ADULT/CHILD WITH ALLEGATIONS

OF HIV

DHS 7035A is used for an adult, and DHS 7035 C for a child, who alleges HIV, AIDS or
ARC. These are completed by a medical source when client alleges having Human
Immunodeficiency Virus (HIV) infection, Acquired Immune Deficiency Syndrome (AIDS), or
AIDS-Related Complex (ARC). Upon receipt of form, CWD processes case under
Presumptive Disability (PD) criteria.

Article 22 C-2 - Determining Presumptive Disability discusses in detail how this form is
used and evaluated.

DHS 7045 - WORKER OBSERVATIONS - DISABILITY

CWD staff should use form to record comments on an individual’s physical , mental, and /or
emotional problems. If DHS 7045 is not used to record observations, CWD should provide
observations in Item 10, “* County Worker Comments” section of MC 221. Article 22 C-4 —
Providing CWD Worker Observations provides guidelines in assisting Ews in providing
observations to SP-DAPD.

DHS 7045 may be submitted to SP-DAPD with the disability packet or at a later date, should
EW have additional observations to provide.

~ - - laee Fmna
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STATE OF CALIFORMA - MEALTH AND WELFARE AGENCY DEPARTMENT OF MEAL TH SERVICES

WHAT YOU SHOULD KNOW ABOUT
YOUR MEDI-CAL DISABILITY APPLICATION -
SHOULD YOU APPLY FOR MEDI-CAL DISABILITY?

You should apply if you have a physical or mental condition that makes you unable to work for at
least 12 months in a row. :

Have you applied for and been denied Social Security disability or SS! in the past 12 months" If you
have, you must tell your Eligibility Worker.

WHAT HAPPENS AFTER YOU HAVE APPLIED?

Usually, your disability claim will be sent to the Disability Evaluation Division (DED) of the State
Department of Social Services. A disability analyst and a medical doctor will evaluate it. Your
Eligibllity Worker does not have the authority to decide disability.

¢ After the DED office receives your disability claim, they may contact you to get more
information. If you get a letter, do what the letter says. Keep the letter and call the analyst
named in the letter if you have questions about your disability ciaim.

¢ The DED office may contact you to arrange for a special medical exam. f-you are asked to go

to an exam, the exam is free to you and will be used to decide if you are disabled. Do not miss
or cancel the exam.

. ﬁyourecewelenersorphoneansﬁomyomdisébmymlysnanswerﬁg!naway
o  Tell your doctor(s) they may be contacted and that it will help if they send the requested
intormation quickly.

¢ ltis important that you quickly report any changes, especially in address or telephone number
to your county Eligibility Worker. Your worker will send this information to the disabiiity analyst.
If you are homeless, be sure to keep in touch with your Eligibility Worker.

¢ Give your worker the phone number and address of a family member, friend, or other person
who your worker can contact if you can't be reached.

o [ itis decided that you are disabied, your county Eligibility Worker will contact you to get current
information on your financial situation. IT IS IMPORTANT THAT YOU PROVIDE THIS
INFORMATION. '

SECTION: 50167, 50223 MANUAL LETTERNO: 13, MAY 27 ©°7 22C4.12
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STATE OF CALFOREA « MEAL TH AND WELFARE AGENCY DEPARTMENT OF MEAL T™ SERVICES

LO QUE USTED DEBERIA SABER ACERCA
DE SU SOLICITUD PARA MEDI-CAL BASADA EN INCAPACIDAD
¢DEBERIA USTED SOLICITAR MEDI-CAL BASADA EN INCAPACIDAD?

Usted deberia solicitaria si tiene alguna condicion fisica o mental que ie impide trabajar por lo menos
12mesessaguidos.

¢ Ha solicitado, y se le ha negado incapacidad del Seguro Social o SSI. en jos ultimos 12 meses? Si
‘Jo ha hacho, tiene que decirselo a su trabajador(a) de elegibilidad.

¢QUE SUCEDE DESPUES QUE USTED HAYA PRESENTADO LA SOLICITUD?

Normaimente. se enviara su solicitud para incapacidad a la Division de Evaluacion de incapacidad

(DED) del Depanamento de Servicios Sociales del Estado. Un analista de mcapacigad y un doctor

en medicina fa evaiuaran. Su trabajador de elegibilidad no tiene {a autoridad de decidir si usted

est3 incapacitado(a).

¢ Una vez que la oficina de DED reciba su solicitud para incapacidad. es pesible que ellos se
comuniquen con usted para obtener mas informacion. Si recibe una cana, haga lo que le dice

la cana. Conserve ia cana y lame al analista que se menciona en ia cana si tiene preguntas
con relacion a su solicitud para incapacidad.

¢ La oficina de DED posiblemente se ponga en contacto con usted para hacer arreglos para que
se haga un examen médico especial. Si le piden que vaya a que le hagan un examen, el
examen no le cuesta 2 usted, y se usara para decidir si estd incapacitado{a). No deje de ir al
examen, ni io cancele.

e _ Sirecibe canas o lamaaas telefonicas de su analista de incapacidad. conteste de inmediato.

< Digaie a2 su doctor(es) que es posible que se pongan en contacto con €l, y digale que ayudara
si envia de inmediato la nformacion que se Ie pida.

& Es importante que usted reporte de inmediato cualesquier cambios, especiaimente de direceion

o de numero de teléfono a su trabajador de elegibilidad del condado. Su trabajador enviard
esta informacion al analista de incapacidad. Si no tiene hogar. asegurese de mantenerse en
contacto con su trabajador de elegibilidad.

* Dé a su trabajador el numero de teiéfono y la direccion de aigun pariente, amistad, u otra
persona con quien se pueda poner en contacto su trabajador. para en caso de que no se e
pueda locafizar a usted.

- Si se decide que usted esta incapacitado, su trabajador de elegibilidad se comunicara con
usted para obtener infermacién al corriente sobre su siuacidn essndmisa. ES IMPORTANTE
QUE USTED PROPORCIONE ESTA INFORMACION.

NC 017 (SP) (30789) D 0%
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ST CF CATFOIES ~HEATH SD SRFAME AaDCY OEPARTMENT CF {EALN SERICES
MEDRCAL FRDBRAN

{County Acdrass)

This lanter 1s 10 tell you tnat aif of the information necessary 10 refer your cass 1o State
Programs. Disability Evaluation Division tor a disability aetermination nas not been
received.

Though tederat law requires that eligibility tor Medi-Cal basad on disability be aecided
within S0 gays, we are not abie to Ao SO in your case due 1o the reason(s) checked
below.

We are awaiting the jfoliowing intormation:
[0  Foryou o respond to our request for additional information
{

O For you to respond 1o our request to come into the office

3 For you to contact your eligibifity worker BIGHT AWAY because
your arsability torm(s) is not compieted correctly

O  Other

If you have questions about your Medi-Cal appiication. calime at ()
between am. and p.m.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 AY £+ ~2 22C-4.14
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mq:.mm“—a TEFRTMENT O MEAT SEINEES
(Dwsccon del Condaoo)
r i
L -
Fecha:
[— j Nomore del Casa:
No. del Caso:
L - Nomore de! watesacorta):
- Diswao:

Esta cana es para informarie que no Se ha recibito toda 12 informacion necesana para
manoar su caso a los Programas del Estago. Division de Evaluacion ae incapacdac
para tevar a Cabo una CetermINacion soore meapacidad.

Aun cuando ka ley federal requiere que se decida ia elegibilidad para recivir Medi-Cal
pasada en mcapacidad en un piazo de S0 dias. no pogemos hacero en el Casd SUyo
denico a ia(s) razon(es) marcada(s) enseguida.

Estamos esperando:

O Que usted nNoSs proporcions ia informacion adicional que e pedimos
( )

T  que usted venga a nuestra oficina como se lo pedimos

O  gue ustsd Se comumgue con Su trabajador de elegibiidad D
INMEDIATO porgue su(s) formals) de incapacidad no esta(n)
henada(s) correctamente

0O oOom

Si tiene preguntas acerca de su solicitud para Medi-Cal, lameme
al( ) entre fas am.ylas p.m.

AT 179 [(SP) D

SECTION: 50167, 50223 MANUAL LETTER NO: 132 MAY o, g 220415
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DEBESTe & 'aun Sevurs:.
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
AUTORIZACION PARA PROPORCIONAR INFORMACION MEDICA
Name cof Appacart/Nomeve del Solicitants
LD. Numbet/Assnero de ieatiacicn
roweal. Qruc. VA. or WCABY Canca - © WCAB;

lm
:oﬁ::ma:::t:mmxmdmao DewrFecrs :m . DesvFens
r:ommﬂ nv-mwmnm wnmmdmwww

| amthorze 8 PrvElS PhOICODY COMPaNy 1O PhOIOCoPy such medica!
76COrSS 23 210 NSECSd &8 EVIENCe In determinng my ehgibilty for
such bensins. | have been INtormed that the prvale PhOIOCOPY
company will nOt fISSSe SNy MISIMANON SDOUT M 1 BNy Person o
308nCy Other than e SRS J0ENCY INICILES ZVOVE.

Ths conssnt Can De WINOAwn 3t anytme: however. t will remain
vaid for any SLTOn IXen PRo! 1O he request demg witharawn. The
curmon of this consent shall not De any CNGET than 1S reasONadly
necassary 1o acrompish the SuUrPOse 107 which 2 was given, L., the
#inal csterenaton of My aSohcaton for disabiity beneins ( ncluding
the aDpeats process). Ths consent will then automatically expwe
WERSUL SNY WITISN FeQUeSL.

1 consent 10 the release of the results of any akcohol andser drug
abuse ireatment. nC/Or PSYchiatric recoras under the same
condmons s outned above. aNA/Or the human mmmunodsticency
wxus (HIV) ampocy tast and any Other inchicators of mmune Ratus
anc medical recoros and MIDHMANON PENENING 10 e trextment of
AIDS or ARC (AIDS-reiated compiex). | understand that such
mmummwmmmm
n SPECIA! CHTUMSIINCSS.

) nave 1630 the atove and fully understand s contents in £S entrety
ang have aSked CuUestons ZDOUT anyhmg that was Not Cisar 1 me
ang am saushed wan the answers | have recewved. | undersand
that | have the NGNL 10 FECeIVe 3 COPY Of this authornzauon on

request.

AUTIIO 8 UN NSGOCD Prvato O KXDCOMRN0 DATE GUS SACUS COMES
1OIOSIATCES OF 103 ATRECEONNLSS MSCKCDS CUS S8 NECIRID DIGINNG:’
MBS MITIMO CUS §1 NEGTCIO PIVASO B9 ISICCORAND NO CVACITS NGNS
MISIMESCH M2 & NINGUNS DEFSON2 © CEDENOSNCIE QUS NO 383 1a°
GS0ENOENCIA SSIXLAI QUE S8 NCCS ITD3.

E3te conssnumientoc pUSOe S8 FEUrACO SN CUBICWLIS! MOMEMD: $Mm
SMDRIGC. DETTRENECEIA SN VGO CON fESPECID 3 CLIRCANS! CTON RIS S
R3Y2 S{SICRE00 NS QU 3O FATTAra [2 PERCION. L2 VIOENS3 08 633
DETTON. NO ANATA MAS QUE 10 TAZONIDISTMENS NECSIIO DIS Sovar 3
€200 8l UMD DATA 6! CUR! 38 TO: S5O 3. 12 ORSHITINACON SN B8 M
sobctut DITR DENSHSICS 08 NCADACICAs ol procacmento
ce SpeiacIONSS). Entonces. esie consennrmento SXDIFBL
SUDMETCEMSMS S POCRIIO POr SITUD .

AIOnZO QU 03 TESUNET0S G 12 DIUSSE DA USIECIZ! CUBISARSS
FRANONRDS FEIACIONAGOS CON 8! aDULD O8 SXCONC! Y0 OGS, WD 103
CIDENENESS SIAIEWCTS DATE QU I8N DIOSOrCONACOS DAIO (23 MASITRS
CONCICIONSS QUE S8 TIKICEN WTVR, YO 103 SIRMBNES OF 108 FWCLEITOS
o8t vrus Oe mITUNOOshoenas tumana (VIN) (HIV - fxnan srwmino-
CINCISNCY VINS). Y CURISSCANS! OOS NIECROOres OO 13 KIACION 08

SIOOITIONEFSS 3 MANCS IS U8 173 CONSINDITIENID SXIDISI0. EICHOD o
SIRNSIaANcIas SSPOCIReS.

He 19100 ¥ enbENGD Derteciaments 13 INMOIMECON QUS SORTECS XND3
0 NECNO PreGUIAS SODS CUTIS CUE tANIZ. ¥ ESIDY SIAVSISND CoN 125
ITAITIONES CUS B ProDCTEICNITON.  ENDENCO GUE TEN0U 8 Derecs
00 recIDXr UN3 COMKA 08 ESI3 ARCATZON, S 3S) 10 OESE0.

SIgNanNe Of FUTRE OO SOMEINS Tewvrecra
spneaure of Peraon Aceng n ma 09 o # e W
SV ADOIOIN LIFSCTION
Z1P CooeZone Postal leworone lewero

CawCnmmac

To Wnom 2 May Concemn: Medxal 1@D0Ors released 10 the state's
Disabilty Evaluation program become parn of the applicant's file
SuDwCt IO the provisions Ot the Feceral Privacy Act of 1974 whch
orovioes INal. UDON requesl. an 3pPhcant May have access 10 those
records. A cononon of 3ccess 1 medical records s that. 3t e
1me 3CCEsSS IS reQuUestes. the applicant must desmgnale 3
r€Dresentalve 10 TECOIVE. TOVIew. and GiSCuss 1hem with the
aoplicant. 1t 15 recommended. but not required. that the
16OreSErIIVe DO 3 PRYSTIAN Of Other health Service drolessonal.

AT 20 EngustvSoerssh (750)

A Quen Corresponga: Los axpecionies mescos PIOCOITONA00S 2.
programa-estatal ds Evaluacion de incapacicades (Drsabiity
£valuaton) 1OrMan pane 06l expeceNte Oel SOLCIaMe 06 CURIBD 3
10 estoutago por el Decrew Feoeral de Contisenciaisac ge 1572
que esiabdiece Que e! schicitante puede tener accesoO 3 8SOS
2xDecIenIes S! asi O solra. Una conoition DAra OOMENET ITTRSO 2
2S expecientes MeCCOS Sera  gue. 3! DrESeNIarse I3 SoCus. !
sonctanie NeNe GUE NOMDIAT 3 un reDresentante Dara Gue 1©S
recda. examme. y KOS 18DASe Con e! souctante. £s recomensadie
DEro nNO ODROAIONO. QU 8! reIresentanie Sea un MecKO U ot
protesonal en @1 Iamo 06 & sakd.
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State of Caflormia—Healin and Human Services Agency Department of Heah Sen
County Welfare Department Address PLEASE PRINT
r— ‘_l Retain Copy 4
(Send copies 1, 2, and 3 io DAPD)

D(_) NOT MAIL TO APPLICANT
County number Aid code Case number

) O OO Ir-0-o

1. Applicant name (firsi) {rmddle name) " (rasn

DAPD Address _,

-

Los Angeles State Programs Branch _

P.O. Box 30541, Terminal Annex 2 Social Security numbes 3.Dateof bith

Los Angeles, CA 90030 CO-CO-O T O OO0
Month Day Year

_’ O Pending ONore

4.Sex [ JMale [JFemale

5. Date applied 6. List retro month(s) 7. Maifing address
(L)L IrIT e
Month Day Year Monih/Year MonthvYear Month/Yeas
8. Type of referral (check appropriate box{es)}
[3 tnitial reterral OJmss [ Retro-onset ‘ X
[J Redetermination [ SGA JHSS [ Uimited referrat telepponerumeer: | | [ ] [T T 1-[ 1] ]
[J Reevaluation [J sGA-disabled 0 Othel—explam {item 10) (area code) )
[J Pickie-blind O cam 9. Is apphcant in a hosptal? [ Yes O No
[J Reexamination [ Resubmitted packet Name of hospital:

10. County worker comment(s) (If more space is needed, attach a separale sheet.) [] See attached sheet (e.g., DHS 7045)

3 (MC 179) 90-Day Status Lehter attached [J Presumptive Disability approved

11. Fils reviewed and approved for transmittal

Print worker name

Worker number
Telephone number FAX number 12. Date sent . .
llllLHHHHHIHHHI LI WL T LT 1]
lareacode) »omb Day Year
RS _'. e LEeh ‘-':DAPDUSEONLY : - s -
13. [J See attached DAPD Documents (Thns is NOT a cedtification for in-home supportive services.)
Comment(s) or SP-DAPD Presumptive Disability decision
14 Analyst 15. Date
16. Team manager 17. Date
QISABIUTY DETERMINATION AND TRANSMITTAL
SEE BACK OF COPY ¢ 0 Oakland D Los Angeles
SECTION NO.:50167,50223 MANUAL LETTER NO.: 251 DATE: 10 /04/01 22c4.17
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23

Due to the fact that items 5, €, and 8 are frequently misunderstood, the following explanations are given:

Rem 5: Date applied: For a new Medi-Cal applicant, enter the date that the SAWS 1 v&as signed. For a continuing case,
enter the date that the disability was first reported to the county.

Rem 6:  List retro month(s): List all months for which applicant requests coverage during the retroactive period (not more
than three months prior to any application date).

Iem 8:  Check all boxes that apply.

Initial Referral: Check this box to request first-time evaluation for disability or blinaness. This is used for all initial referrals.

Redetermination: Check box if a beneficiary was previously— determined to be disabled, was discontinued for a reason other
than cessation of disability, AND (1) the last DAPD determination occurred 12 or more months in the past, OR (2) whose
reexamination date is due/past due or unknown. Attach a copy of the prior MC 221.

Reevaluation: Check box if the county disagrees with DAPD’s determination and is sending the case back for another review
within 90 days of DAPD’s decision. Reason for the disagreement must be explained in item 10. Attach a copy of the prior

MC 221.

Pickle-Blind: Potentially blind individuals who are discontinued from SSI for any reason must be screened under the Pickle
program (DHS 7020). Blindness evaluations for former SSI recipients for a determination under the Pickle Amendment to the
Social Security Act may be necessary even if the individual has reached age 65 or has already been determined to be disabled.
This is because blind individuals are entitled to a higher SSI payment level than disabled or aged persons.

Reexamination: Check box if a reexam date is due/past due or if an evaluation of a beneficiary’s diéability is needed to
determine if medical improvement has occurred. Attach a copy of the prior MC 221.

IHSS: In Home Supportive Services. Check box if a disability evaluation is needed for an IHSS applicant.

SGA IHSS: Check box if an applicant’s SSI benefits have been discontinued due to SGA and the appiicant is in need of IHSS.
In these DAPD evaluations, DAPD must confirm that the applicant’'s SS! benefit was discontinued due to SGA and prove that Cf
the impairment(s) for which SSI was allowed has not improved.

SGA Disabled: Substantial Gainful Activity (SGA). Check box if an applicant was an SSI disabled recipient, became ineligible
for SSI because of SGA (gainful employment). and still has the medical impairment which was the basis of the SSI disability

determination.

CAPI (Cash Assistance Program for Immigrants): This program provides cash assistance to aged, blind and disabled lega!
immigrants who meet the SSI immigration status requirements effective August 21, 1996, and ali other current SSI eligibility
requirements. If not aged (65 years of age or older), then disability/blindness must be established on an individual before CAPt

payments can be made.

Resubmitted Packet: Check box if the original packet was recenved by DAPD and subseguently returned to the county 1or
needed information, i.e., Z56 (no determination) or Z55 {county return for packet deficiency, upon resubmitting to DAPD, county
shou!d attach a copy of the SPB 105 letter which DAPD prevnously attached to the returned packet). The ccunty will furnish the
needed information and return the packet to DAPD as a Resubmitted Packet. Attach a copy of the prior MC 221.

Retro-Onset: Check box only if the beneficiary was previously determined te be disabled and the. case is being resubmitted
“to evaluate for an earfier onset date. (Onset cannot be granted more than three morths prior o application.) Attach a copy of
the prior MC 221 to the packei. For new referrals, DO NOT check this box; simply indicate the requested onset in item &.

Limited Referral: Appropriate under the following circumstances: (1) A reeva!uatnon packet is sent back within 30 days of
DAFD decisior and no new treating source alleged; (2) an earlier onset is needed after DAPD approved case (no new treating
sources are alleged during earlier onset period) and it is within 12 months of application; (3) client discontinued from SSI due to
excess income/resource and not receiving Title }l disability benelfits; (4) application is made on behalf of deceased client and
death certificate is included; or.(5) county unable to verify SSI benefits and only verification for SSi benefits for IHSS is

requested.

MC 22 LA {1/00)
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

State of G:i!:nia-b-ieen?- 370 Human Services Agency Deoantiment o8 Heanb Servic
County Welfare Depamr;ent Address _} PLEASE PRINT
I—— 4 Retain Copy 4
. (Send copies 1, 2, and 3 to DAPD)
DO NOT MAIL TO APPLICANT
County number  Aid code Case numbers
13
L D o Crrrirri-o-
DAPD Address 1. Appilicant name (first) {middle name) fras)
I i
Oakland State Programs Branch _
P O BOX 236 4 5 2. Social Security number : 3. Date of binh .
¥ r
Oakland, CA 94623-9945 (T OIO| OO T T
__] D Pending D None Monih Oay Year
i 4.Sex [ JMale [JFemale
5. Date applied 6. List retro month(s) ) 7. Mailing address
I I S Ay A
Monm Day Year MonihvYear MomhY ear MonihYear
8. Type of referral {check appropriate box(es)) -
[ mitial retersat O mss _ [ Retio-onset
[J Redetermination ] SGAIHSS 3 Limited reterral tetephonenumoer: | | ] ] [ ] ] 111111
[J Reevaluation [J SGA-disabled  [[] Other—explain (item 10) (area code) .
[J Pickte-blind Ocam ) 9. Is applicantin a hospital? [ Yes O no
[ Reexamination [J Resubmitted packet Name of hospital:

10. County worker comment(s) (i more space is needed. aitach a separate sheel.) [ ] See attached sheet {e.g., DHS 7045)

J mc 179) 90-Day Status Letter attached [ Presumptive Disability approved
11, File reviewed and approved for transmittal

Print worker name

(LD OO L) COOHCCLO)| CL LT D
' ‘ ST DAPD USE ONLY " S TEERT e -

13. [J See attached DAPD Documents (This is NOT a certification for in-home supportive services.)

Comment(s) or SP-DAPD Presumptive Disability decision

14. Analyst 15. Date
16. Team manager 17. Date
DISABILITY DETERMINATION AND TRANSMITTAL
SEE BACK OF COPY 4 O Oakiand " O tos Angeles

MC 221 OAK (1/00)
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

State ol Calilornia—Health and Human Services Agency Depariment of Health Services

DAPD PENDING ‘
INFORMATION UPDATE ;

l— COUWTY-W'ELFARE DEPAR;%ENTADDRESS _I

DAPD ADDRESS L —'l
County Number Aid Code Case Number
N Oakland State Disability and | :
Adult Programs Division Social Security Number

P.O. Box 23645 onMG221 - =

Oakland, CA 94623-0645 Applicant's Name
L_. . __J (Last, First, M)

Date of Birth — —

THIS FORM MUST BE USED WHEN A DISABILITY PACKET IS PENDING AT DAPD AND
CHANGED/ADDITIONAL INFORMATION NEEDS TO BE SUBMITTED TO DAPD (DO NOT USE MC 221 TO
REPORT CHANGES OR TO UPDATE INFORMATION.).

Check the appropriate box or boxes and complete the information.
1. [J CHANGE OF ADDRESS
New address:

CHANGE OF TELEPHONE NUMBER ;
New telephone number: ( ) . .
CHANGE OF SOCIAL SECURITY NUMBER
Corrected number: —
CASE CLOSED
Date: (Discontinue evaluation)
CLIENT DECEASED
Death certificate attached [} Yes [J No
NON-ENGLISH SPEAKING

Language spoken: /«s .
Phone number: ( )

o ©c 0 o 4

Interpreter name:
.0l " 'UPDATED MEDICAL RECORDS ATTACHED a,
8. [C] CHANGE OF COUNTY WORKER (See below)
[ OTHER S

Worker name (Please print) Worker number

Telephone number

{ )

Date

MC 222 OAK (3/02)

SECTIONNO.: 27107,y ANUAL LETTER NO.:277 DATE:04/23/03 PAGE: 22C-4.19
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

State of Calilornia—Heallh and Human Services Agency ‘ Depariment of Health Services

D APD pENDING |’— CQlJNTY'i:A/éLFARE DE::XRTM%NTADDRESS —]
INFORMATION UPDATE :

DAPD ADDRESS I— —J
County Number Aid Code Case Number
3 Los Angeles State Disability and | _ _
Adult Programs Division Social Security Number

P.O. Box 30541, Terminal Annex on MC 221 — =

Los Angeles, CA 90030-9934 Applicant’s Name
!_ . —] (Last, First, MI)

Date of Birth — —

THIS FORM MUST BE USED WHEN A DISABILITY PACKET IS PENDING AT DAPD AND
CHANGED/ADDITIONAL INFORMATION NEEDS TO BE SUBMITTED TO DAPD (DO NOT USE MC 221 TO

REPORT CHANGES OR TO UPDATE INFORMATION.).
Check the appropriate box or boxes and complete the information.
1. [J CHANGE OF ADDRESS

New address:

2. [J CHANGE OF TELEPHONE NUMBER ;
New telephone number: ( ) ».1
3. [J CHANGE OF SOCIAL SECURITY NUMBER ‘
Corrected number: — —
4. [J CASECLOSED
Date: (Discontinue evaluation)
5. [ CLIENT DECEASED
Death certificate attached [ Yes ] No
6. [J NON-ENGLISH SPEAKING
Language spoken: /y
Interpreter name: “Phone number: ( )
7. [_lh UPDATED MEDICAL RECORDS ATTACHED ST
[0 CHANGE OF COUNTY WORKER (See below)
[0 -OTHER
[Worker name (Please print) Worker number
Date Telephone number
( )

MC 222 LA (3/02)

MANUAL LETTER NO.:277. DATE:04/23/03 'PAGE: 22C-4.20
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Same ot N0 WeRwe Agency Ounmrevnermn 0F s Servces

APPLICANT’S SUPPLEMENTAL STATEMENT COUNTY USE ONLY

OF FACTS FOR MEDI-CAL County Number/Aid Code/Case Number
) PART I—PERSONAL INFORMATION - -
la. Apphcan:umeﬂast.gfmﬁ) 1b. Socal Security number lc. Date of birth
- - ! /
1d  Otber namels) used (Last, First, M) Te. Sex 1T, Beight 1g. Wegnt
O Maie Feet
_ [ Female Inches Pounds
2a. Home address City ’ State ZIP code
2b. Maiking address (if difierent) Gity State ZIP code
3. Daytme telepbone mumber Check i Best tme to aall
J No Phane

. ) ) Message Phone ( )

42 Do you speak English? 4b. Do you bave an . KYES,WIW Best ame to call
interpreter?
O Yes ‘I YES, goto Part I DOYes O No
QO No I NO, what language(s) do you spealc interpreter's phone number:
4 )
COUNTY USE ONLY

PART II—-MEDICAL INFORMATION

&

benefits in the past two @) years? [J Yes [J No
ITYES, please answer the following:

‘Was/ls your Social Security or SSI Disahility spplicstion:

O approve®? [ Demied? [ Pending? [ OnAppeal [J Unimown?

If approved or denied, give the date of the most recent decision on your Social Security or SSI disability
et

Has your medical probiem(s) worsened sinte the date in 5b above? D Yes J No

Do you have any NEW medical problem(s) since the dste in 5b, above, which you did NOT bave when
your Social Secarity or SSI disability decision was made?

OYes ONo IEYES, what medical probiem(s)?

6. List all medical problems (phyzicai, mental er emotional) that keep you from working or taking care of your personal needs.
(Piease attach additional sheet. if necessary.)

MEDICAL PROBLEM(S)

WHEN DID IT
START Qdosth/Yesr)

Page 1018
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL
7. Have you received care in a clinic or hospital for your iliness(es) or injury(ies) in the iast COUNTT USE ONLY
12 months? [J Yes [J No |
If YES, please fully answer the following:
Nzme of dinichospite!
Panent/cinic or member number Cimic/hospital telephone pumber
[
Name of doctorts) scen
ADDRESS of cimic/hospital (number, strest, suite) Ciy State ZIP code MC 220 Signed
0
Date frst seen :D-nuu-a ‘ Date of pext appamtment
Did you stay in the hospital overnight? ) Yes L[] No
If YES, date(s) entered: date(s) left:
‘Were you seen in the emergency room? [J Yes [J No
If YES, date(s) seen:
List ALL medicines received:
8. List any additional clinic or hospital where you have been seen in the last 12 manths.
li ‘ "i. - u O l
P@cmm Clinic/hospital talephone number
: (S .
Nass of doctorts) ssen
| ADDEESS o Cnbeeriia) o, sreet, we) O = o -
Date st seen Dute-last seen Daze of ne sppomtment
Reason for the vigit(s)
Did you stay m the hospital overnight? O Yes O No
I YES, dste(s) entered: date(s) left:
‘Were you seen in the emergency roam? [J Yes [J No
IfYES, date(s) seen:
If you have been seen at additional clinics or hospitals
in the last 12 months, compiete page 8.
UCI WY . Page2018
SECTION: 50167, 50223  MANUAL LETTER NO.: 142 DATE: FEB 0 6 1995 2ca2




MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

9. Have you been seen by any doctor outside of the clinic(s) or hospital(s) you have already COUNTY USE ONLY
listed in the last 12 months? [J Yes [J No
IfNO, go to number 10. IfYES,pInseﬁxﬂyanswerthefoﬂmg,immthanonedo&rmm
piease complete page 8 for all additional information:
Name of doctorts;
Panient/cimic or member sumber ;M-mmm
( ) .
Address of doctar (number, streez, suite) City State ZIP ecde MC 220 Signed
Date frrst seen Date last seen Date of next appomtment
Resson for the visitis) :
List ALL medicines received:
10. Please list below if you have had any of the following tests in the last 12 months. Be sure to check
yes or no next to each test. (BF ADDRESS OF DOCTOR, CLINIC. OR HOSPITAL WAS GIVEN
ALREADY, LIST ONLY THE NAME AND DATE))
- TEST ' ' NAME AND ADDRESS OF OFFICE. CLINIC, " | DATE
PERFORMED |YES | NO _ OR HOSPITAL WHERE TEST WAS COMPLETED MO/YR)
Nazme .
Elecrecardiogram Address toumber, street, suite) MC 220 Signed
EEG) 0
City State ZIP Ceode -
Nazme A
Treadmill Address tnumber, street, suite) )60220 ;
(axercies heart tast)
City Stxte ZIP Code
Name
Chest X-ray ‘Address (number, street, Suite) ’gmw
Cizy Sixte ZIP Code
Naaxpe
igned
Breathing Test AdGress Gmber, Street, Suite) ’S-:ms’@
o°rD
City State ZIP Code
Name
MC 220 Signed
Blsod Tests Address (number, streez, suite) D
City Siaze ZIP Code
Name
Otber Address (Sumber, strvet. suite) MC 220 Signed
Gpecify) _ — a
City State ZIP Code
L1 ] Psge 3018
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

11. Have you had any other medical treatment or testing in the past 12 manths? _J Yes [JJ No COUNTY USE ONLY

If NO, go to number 12.
If YES, compiete page 8.

12. Isthere anyone else (a friend, relative, social worker. rehab counselor, attorney, phvsical therapist,
etc.) we may contact for information regarding vour illness or injury and how it limits your daily
activities or keeps vou from working? O Yes O No
I YES, please list below:

Name

Address toumber, street, suite)

Teiepbone number Relationship to you

Address (number, street, suite)

Telephone pumber Relationstup to you
« )
Name

Address (number, street, suite)

Telephone sumber Relationship to you
( )

13. You msay be asked to go to additional medical examinations to heip evaluate your medical
probiem(s). (These examinations are free to you.)

Are you willing to go to additional medical examinations if peeded? [J Yes [ No
PART III—SOCIAL AND EDUCATIONAL INFORMATION
14. Describe your daily activities and tell us how much your condition limits your activities.

15. Describe your educational background.
a. Check the highest grade you finished in school:
010203040506 07080901001n
3 12 or J GED (same as finishing 12th grade) [J 12+
b. When finished? Month/year:
c. Did you take special edncation ciasses? [J Yes [J No

16. Have you done any type of work for more than 30 days during the last 15 years? (This inciudes
work done in another country.)

O Yes O No
If NO, skip Part IV, go to Part V, page 7, for your signature.
IfYES, answer Part IV, page 5, beginning with number 17.

WCTD ane) Psge s of8
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

. _ PART IV—-WORK HISTORY COUNTY USE ONLY
17. Describe all of the jobs you have done for at least 30 days during the last 15 vears. Start with your most
recent job. (If you had more than two jobs, ask your county worker for additional pages.)

a. Job titie 1Txpe of pummness
|
Dares worked (month/yesr) | Hours per weex Rate of pay Per bourrwksmo
From: Te: '

DESCRIPTION OF THE JOB (This is what I did and how I did it)

These are the tools, machines, and equipment I used:

I tock this long to learn the job: day(s) or month(s).
I wrote, completed reports, or performed similar duties: J Yes 1J No
1 had supervisory responsibilities [J Yes 1] No

PHYSICAL ACTIVITY Circle One

I walked this many hours in an average workday: 0123 456 78
1 stood this many hours in an average workday: 012 3 456 78
1 sat this many hours in an average workdsy: 0123456178

1 climmbed this much in an average workday:

O Never [ Occasionally [ Frequently [} Constantly
I bent over this much in an average workday:

[OQNever. [ Occasionally [JFrequently [ Constantly

Heaviest weight I lifted: Q0kbs [320bs [)50Ibs [ Over100lbs |
1 often Lifted/carried up to: 0Q10bs [J20ibs ) 50is [ Over100bs
Did you have any of your current medical problem(s) when you performed this
job? I Yes [J No
IfNO.indywhsnhstOctherjohsgotoPartV.page?,fnryvurs'gnm If NO, but you
bave had other jobs, go to 17b, next page. If YES, piease complete the following information.
Name of medical problem(s): i

Did your empioyer make special arrangements (such as extra breaks, special equipment; change
in job duties, etc.) 50 you could continue to work? [ Yes [J No

If YES, describe the special arrangements made:
Did you have to stop working because of your medical problem(s)? [J Yes [J No
If YES, when? Month Day Year
Have you done any other work for more than 30 days during the last 15 years? [} Yes L] No
If NO, go to Part V, page 7 for your signature. If YES, continue on 17b, next page.

MC I3 ) Page Sof 8
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MEDI-CAL ELIGIBILITY PROCEDURES

MANUAL

17. b. Job title ‘Tmm‘m [NV TR I C PR PN

Dates worked (manth/yesr: 'Hanpe'nk Rate of pay Per hourfwk/mo

From: Te: - .

DESCRIPTION OF THE JOB (This is what I did and how I did it)

These are the tools, machines, and equipment I used:

1 took this long to learn the job: davts) or monthis).

1 wrote, completed reports, or performed similar duties: ] Yes J No

1 bad supervisory responsibilities [J Yes [J No

PHYSICAL ACTIVITY Circie One

1 walked this many hours in an average workday: 012345 5' 7 8

1 stood this many hours in an average workday: 0123456 78

I sat this many hours in an average workdsy: 01234561738

I climbed this much in an average workday:

] Never [ Oceasionally [) Frequently () Constantly
I bent over this much in an sverage workday:

3 Never ) Occasionally [} Frequently ) Constantly

Heaviest weight I Lifted: DQ10bs [Q20Bs [J50kbs [ Over100 ks
1 often Lifted/carried up to: Qi0bs [J20ks [J50kbs [ Over100ibs

Did you bave any of your current medical problem(s) when you performed this}
job? O Yes OJ No
I NO, and you have had NO other jobs go to Part V, page 7, for your signature. If NO, but you

have had othss jobs. ask your county worker for additional pages. If YES, piease camplete the
Soliowing inf .

Name of medical problem(s):
Did your empioyer make special arrangements (such as extra breaks, special equipment, change
in job duties, etc.) s0 you could continue towork? [ Yes [J No
I YES, describe the special arrangements made-
Did you have to stop warking because of your medical problem(s)? ) Yes 3 No

If YES, when? Month Dsay Yerar

Have you done any cther wark for more than 30 days during the last 15 years? [ Yes 3 N

If NO, go to Part V, page 7 for your signature. If YES, ask your county worker for additional
pages to compiete.

Page6of 8
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

PART V—SIGNATURE AND CERTIFICATION

1 declare under penalty of perjury under the laws of the United States of America and the State of California that the
information contained in this Suppiemental Statement of Facts is true and correct.

Signature of Applicant Date
Signature of Witness (If applicant signed with a mark) Date
Signature of person belping applicant fill out the form V Date

You will need to sign an authorization for release of information for
each clinic, hospital, and testing facility that you list and for each
doctor you saw outside of a clinic or hospital. Your county worker will
provide you with additional forms which you will need to sign.

»C 2T @) Page 7o0f 8
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Continued answerf(s) to question(s) number 8 on page 2, number 9 on page 3, and number 10 on page COUNTY USE ONLY
3. Kmmedmmmm,plaseaskmmwwmforaddmomlpagswmpm
List any additional clinic or hospital where you have been seen in the last 12 months:
Name of cimic/hospaal
Patienwcing or e |Cuniohospital teiephone RUmDET
Name of doctorts) seen —
ADDRESS of chinichaspital (nRimber. sreet. saite) Cay Staze ZIF code MC 220 Signed
Daze firsz seen Date asz seen "|Date of next appointment =
Reason for the visitts) :
Eidyonstayinthehospita]overmgh’ t? ) Yes J No
If YES, date(s) entered: 3 date(s) left:
Were you seen in the emergency room? _] Yes [J No
IfYES, date(s) seen:
List ALL treatments received and the dates the treatments were received:
List any additional doctor you saw outside of the clinic(s) or hospital(s) you bave aiready listed:
Name of dactorts)
Pstient/clinic or member number {Doctor’s telepbone number
Name of doctorts) seen : :
ADDRESS of doctor tnumber, swreer, suite; Caty State ~ ZIP code
Mhm gnuuhnm Md@mt
n"i-uuxmuﬁs) ' MC 220 Signed
a
List any additional tests you bave had in the last 12 months:
NAME AND ADDRESS OF OFFICE., CLINIC, OR HOSPITAL DATE
TEST PERFORMED o~ WHERE TESTAS)WAS COMPLETED. 1 (MO/YR) |
Address (aamier. stree:. suite)
Cixy Seate ZIP wde
Name MC 220 Signed
Adciress (camoer, wrest. smte) =
o o iy MC 220 Signed
Q
w1 aso ‘ , v Page 8018
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

-—c-'--n
MEDI-CAL - (County Stamp) =
NOTICE OF ACTION
DENIAL OF
BENEFITS DUE TO A FEDERAL
SOCIAL SECURITY DISABILITY L -
DETERMINATION Case No.:
e
]— —l Denial for:
(Names)
L _J

Your application tor Medi-Ca! dated has been denied.
You have been denied because of the foliowing reasons:

Federal disability rules ¢o not aliow us to make 2 separate disability determination if any of the conditions
below apply 10 you. The State must use the Social Security Adminustration's (SSA) disabiity determination
under the conditions kisted below.

TheStatenasnommmrewewmdigbiﬁtysamstSAdemedywrSSAammSSImmydam
through the SSA medical review process.

AND
You ciaim the same disabling condition considered by SSA.
oR

Your Medi-Cal appiication based on disabifty is within 12 months of the date that SSA and/or SS! determined
that you were not disabled. and you now ciaim that your condition has gotien worse or changed.

Because your disabling condition has worsen, you MUST contact your jocal SSA office for your case to be
reconsidtered or reopened. {SEE SSA APPEAL RIGHTS ON ADDITIONAL PAGE.)

(Y SSA REFLISES 10 reconsider or reopen your case, you may come back to the county and reapply for Medi-
Cal)

(You may also apply for Medi-Cal i SS! denied/discontinued your ciaim for reasons other than disability.)

This section is required by Title 42 of the Code of Federal Regutations., Part 435 and Calitornia Code of
Regutations, Title 22, Sections 50005. 50006. 50167 and 50223.

IF YOU BELIEVE THAT THE DECISION TO DENY YOU THE RIGHT
TO FILE A MEDI-CAL APPLICATION WAS INCORRECTLY MADE, PLEASE SEE
THE BACK OF THIS NOTICE REGARDING YOUR RIGHTS TO APPEAL
THIS ACTION WITH THE STATE

~ (Ebgitty Worker) ~ (Phone) {Daed)

UC 2% SO
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

YOUR HEARING RIGHTS HOW TO ASK FOR A STATE HEARING
To Ask For 3 Sisie Hesring The best way 10 ask for 8 hesaring is 10 fill out this pege and send or

The right side of this sheet tes how. take it 10:
* You oniv have 80 davs 10 asx for 3 hearr= ’

T 1De 3V 0IYS SIANEC NG Lav BIIT! WE F1sGetons 02D comeee o
“ You have a much shorter nme to ask for 3 heanng # you

wan o keep your same benalils. You may aiso call 1-800-952-5253.
To Keep Your Same Benefits While You Wait For a Hearing HEARING REQUEST
You must ask for a hearing betore the action takes place. | want a nearing because of an action by the Weitare Descanment
* Your Cash Aid will stay the same untii your hearing. of — County apouwt my
® Your Medi-Cal will stay the same until vour heanrs. L—.J Cash Ac — 3 Fooc Stamos : Medr-Cal
® Your Food Stamps will Stay e same until the heanng or the D
ond ot your centification period, whichever is earkier. Other (kst)

® # the hearing deciSion S3ys we are nght. you will owe us for
any exira cash aid of $00d SIamps you got.
To Have Your Bensfits Cut Now

If you want your Cash Aid or Food Stamps cut while you wat
for 2 hearma. check one or both boxes.

Here's why:

D cash ac 5 Food stamps .
"o Get Help
You can ask about your heanng niaits. or free wgal o at the
mmm.
Calmites: 1-800-952-5253

# you are deat and use TDD caft: 1-800-952-8349

#f you dont want to come 1o the haanng 2ioNe, you &an bring a
friend. an anomey or anyone eise. You.mszgonhoemet

person yoursell.
You may get free legal hetp at your local legal aid office or
wellare rights group.
1 will bring this person to the hearing © helo me
(name and aadress. ¢ known):
Other information
Child Support: The District Anomeys office will help you 1 need an interpreter at no cost

to me. My language of dialect &s:

coliect child supporn even i you are not on cash aid. There is no
cost for this help. K they now collect child support for you. they

will keep GoING SO uNiess you tell them in writing 10 stop.  They My name:
will send you any current supoornt money coliected. They will

keep past cus money coliected that is owed 1o the county. Address:
when you ask. '

Hearing Filg: ¥ you ask for a hearing. the State Hearing Office Phone:

will sst w 2 fle. You have the right 1o see this file. The State

may give your file to the Weltare Deoartment, the U.S. My sgnature:
Department-ot Heaith and Human Services and the U.S.
Depanment of Agricutture. (W & | Code Section 103850) Date:
meacxe
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:“'— ——— . Duparovess of Mnnih Sanese

NOTIFICACION DE ACCION GelodeiCondsdy

DE MEDI-CAL
NEGACION DE BENEFICIOS
DEBIDO A UNA DETERMINACION
FEDERAL DE INCAPACIDAD DE LA L ]
ADMINISTRACION DEL SEGURO SOCIAL No. del Caso:
~ ) 1 Negacién para:
" (Nombres)

L _

Se ls ha negado debiio a ias siguientes razones:

separado si aiguna de ias condiciones siguientes, es pertinente a usted. El estado tiene que utitzar ia
datarminacion de ia Administracién del Seguwro Social (SSA) scbre incapacixiad bajo fas condiciones
emumeradas enseguida.

Bl estado no tiene Ia autoridad de hacer una revisidn de s incapecidad suya si la SSA nego su reciamo para
incapacidad de ia SSA y/o el SS|, a través det proceso de revision medico de ia SSA.

Y
Usted alega ia misma condicion incapacitante que ya tomo en consideracion 2 SSA.
o

Su soiicitud para Medi-Cal con base en incapacidad cae dentro de los 12 meses contados a partir de la fecha
en que la SSA y/o el SSI determind que usted no estaba incapacitado, y ahora usted alega que su condicion
he empecrado o ha cambiado.

Ya que su condicidn ha empeorado, usted TIENE QUE ponerse en contacto con su oficina local de la SSA
para que vusivan a considerar su caso, © para que jo vuelvan a abrir. (VEA LOS DERECHOS DE
APELACION EN LA SSA EN LA PAGINA ADICIONAL.)

: @h&ﬁMamamOawdmmmmahmwm
para volver a solicitar Medi-Cal)

(También puedeé solicitar Medi-Cal si ! SS| negd/descontinud su reciamo por razones diferentes a 1a
incapacidad.)

Esta seccién la requiere el TRulo 42 de! Cédigo de Ordenamientos Federales, Parte 435, y Taulo 22,
ssccionss 50005, S0006, 50167 y 50223 del Cédigo de Ordenamientos de California.

S1 USTED CREE QUE LA DECISON DE NEGARLE EL. DERECHO A PRESENTAR UNA SOLICITUD PARA
MEDI-CAL FUE INCORRECTA, POR FAVOR VEA EL REVERSO DE ESTA NOTIFICACION PARA
ENTERARSE DE SU DERECHO A APELAR CON EL ESTADO ESTA ACCION

"(irabejador de Elegiadad) (Telstono) (Fecha)
T 230 80 (9P O
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SUS DERECHOS A UNA AUDIENCIA
~ Para padir una sudsencis con el sstadc.
El iado derecho de esta pioina ie intkca como nacerk:.
* Usted nene sotamente SO oias para sckcIar una avownci2.
* Los Sv alas eomensr ... i
19 SNVIAMOS 8513 NOMCALIT: ..
* Tisne Mencs tiempo Dara DEdr UN3 JUCINCIa S1 4esaa Segu:”
recibiendo ios mismos beneficos.
Para conservar sus mismos benaticios mientras espera una
sudiencia .
Debe soiicitar una audiencia antes Que ia accion entre en Vigor.
* Su asistencia monetara DEITMANECHT3 SN CIMDIS NASIA QUE
38 lsve a cato sU aUEnCia.
* Su Medi-Cai permanecsré sin cambios hasta que se Heve
acabo su audisncia.

* Sus estampilias para comida permaneceran sin cambios
hasta que se leve a cabo Iz avdiencia o0 hasta el tin de su
Périodo de Certiicacion: 1o GUe OCUTIA DITMero.

* Si ia decisitn de Ia audiencia indica que estamos en io
COmectD, USed NOS Jedera CURIBSQUIST GINETD © estampilias
PAra COMITA QU NRYA FECIDICO.

. Para que se descontinuen shora sus bansficios

Si usted Gessa QUS SO CESTONNNUON SU asiSiencia Monetaria o
sus esampitias para COMICa mEeNras espera una audiencia,
MATQUS UNO e (oS casiliercs.
Dmm
Para que s asistan
Puede obtener iniormacion acerca ce sus derechos 2 una
audiencia O asesoria lega: grauga kamanco al leléiono ce
Numero gratuito 1-800-852-5253
Sies soroo y usa TDD: 1-800-952-8349
Si no dessa venir a ia audiencia SO0, DUSCe TA6T UN aMIKO, Un
sbogado © cuaiquier Otra persona, pero usted debde hacsr s
TGOS PATR ITRST 8 @S2 OUR PEFSONR.
-Es posibis que pusda obiener avuda legal oratuta en su oficina
iocal de asssoramiento egal {iegal 2i0) © 06 SU Grupo Ge
derschos 0e rcipentss 0o asSIsncia pablica.

L_!mmm‘da

Ora informacion

Mantsnimiento de hiljos: La cficina del Fiscal del Distrito le
syudard a cobrar mantenimiento de hifes aun cuando no esté
secibiendo asitencia monetanza. Esta asisienca es grauia. Si
on la actuaiidad estin cobrando mantenimiento de hijos 2 su
nombre. elios continuarén haciéndolo hasia cuve usted les dé
|VISO POt SSCTED indickndoles que paren. Le enviarin a usted
cusiesquier cantidades 0 mantenimento cus cobren. Se
mmhmmm«nuh“
=i condado.

Panificacién tamiliar: Su oicina de bisnestar e proporcionars
Wiormacion cuando ustad k2 soicis.
Expedients de ia audienciz: Si usted soicn2 una autiencia, 2
oficing de axienc:as CON ¢ ST2CO IOTMATa UNn expediems. Usted
tiene i derecho de exammar este expecente. £ Estaco suede
dar su expediens al cecarntamento de bienestar. al Desaramento
de Salud y Servicios Humanos de ios Estacos Unidos y ai
Depanamento de Agricuzura de los Estados Umdos. (Seccion
10350 del Codigo de Bienestar ¢ instaucones)

S0 SACK 8- Sumand

COMO PEDIR UNA AUDIENCIA CON EL ESTADO

L3 mejor maners ¢ sOlCIIaT UNS SUMIENCIs 68 Mensr esta paging y
snviana z:

Tamen puede samar a! 1-800-852-5253.
PETICION PARA UNA AUDIENCIA

Deseo solicitar una auencia 2 causa de una accitn eercitada por
ol Depanamento de Bienestar de! Condado de
acerca de mi:

Dmm
0 medica:
D Onro (ancte)

O esampiias para Comida

La ra2on es ia siguisnts:

La siguients persona vendra conmino 8 ks audiencia a3 ayudarme
(nombro y directitn si ios sabe):

Necesito un interprate sin costo para mi

M idioma es el

Mi nombre:

Mi Frma:

SECTION: 50167, 50223 MANUAL LETTER NO.: 142
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Ste of CalSomin - MeaRN 3nd Welre AQercy Depwrorent of Meakh Serces

IMPORTANT INFORMATION REGARDING YOUR APPEAL RIGHTS
SOCIAL SECURITY INFORMATION

Your Right To Appeal Through Social Security

It you disagree with the Social Security Agministration (SSA) disability determination, you can ask that the
determination be reviewed by either requesting 3 reconsiieration or a reopening of your case. if you want a
reconsideration, you must ask for it within 60 days from the gate you received the notice from Social
Security that denied your application for SS! (Suppiemental Security income) or Disability Benefits. If
more than 60 gays have gone by from such date, you must give a good reason for the delay. You may
also file a new application at any time.

Your request must be made in writing through any SSA office. Be sure to tell them your name, Social Security
number and why you disagree with the determination. Also telt them the date you were denied Medi-Cal by
Calitornia. lf you have any questions as to how to flle your request with Social Security, call your local
SSA office immediately. If you visit your Social Security office, piease take this notice with you.

STATE OF CALIFORNIA INFORMATION
Regarding Your Medi-Cal Disability Status
The State has no authority to review your disabifity status if:
(1) you are claiming the same disabling condition which SSA considered and your condiion has NOT
gotten worse, NOT changed or you have NO new disabling condition:;
(2) you are claiming the same disabling condition which SSA considered and your condition has
changed or gotien worse; AND
(3) there was an SSA disability determination made within 12 months of the disabiity based Medi-Cal
application, and SSA has NOT refused to reopen your case.
it you feel that the decision to deny you the right to fie a disability based Medi-Cal application was incorrect,
you should contact your local welfare office. ustednmand(z)bebwareposwereasmsmmyalbw
ywtoapptythed‘rCalbasedonmy

(1) The disabling condition that you are reporting is hew and difierent from the one considered by SSA.
(2) Your Medi-Cal application is within 12 months of the date of the SSA disability denia! and your
condition has changed or gotten worse and either:
(a) s&mmbmm&mmmmw&

(d) you no longer meet the income and resource requirements of SS! but you may meet the
income and resource requiremernts of Medi-Cal.

State Hearing Right On Issues Other Than Your Disability
ThoughﬁteStatem&mthaveﬁkrgﬂormmngveywaheamgonywrd&btﬁtystams(mept
see reasons under “if you feel that the decision...” above),youdotaveangfutoastaenwmtegarding
your eligibility for Medi-Cal i:

(1) there are minor children who kve in the home who are deprived of paremnta!

care and support;
(2) you are under 21 years of age or 65 years of age or older;

(3)  you are pregnant;
(4)  you iive in a nursing home, or;

(5) you are aretugee. |
If you wish to file a state hearing, you mav gdo so on the back ot a Notice of Action.

MNC INFORMATION NOTKE 13 /32
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Suns o Cartasms - et ans Wetere Agency Oasarvwese @ sestn Sermar

INFORMACION IMPORTANTE ACERCA DE SUS DERECHOS DE APELACION
INFORMACION CON RESPECTO AL SEGURO SOCIAL

Sus Derechos de Apzlacion por Medio del Seguro Social

Si usted no esta de acuerdo con la determinacion hecha por la Administracion del Seguro Social (SSA) con
respecio a ia incapacidad. puede pedir que se vuelva a tomar en consiieracion su caso. 0 que se vuelva a
abrir. Si dessa que se vusiva a tomar en consideracion su caso, tiene que pedirio en un piazo de 60
dfas contados a partir de ia fecha en que usted reciba la notificacién del Seguro Social indicando que
han negado su solicitud para SSI (Seguridad de ingresc Suplemental) o Beneficios de incapacidad. Si
pasan mis de 60 dias de tal fecha. debera dar una razon justificada por su retraso. También puede
presentar una nueva solicitua en cuatquier momento.
Tmmmmp&ﬁnwmamumoﬁ&auhss& Asegurese de daries su
nombre. su nimero del Seguro Social, y decirles por qué no esta de acuerdo con ia determinacion. También
digales fa fecha en aue el Estago de Calfornia ie negd el Medi-Cal. Si tiene preguntas acerca de como
presentar su peticion al Seguro Social, llame de inmediato a su oficina de 13 SSA. Si visza su oficina del
Seguro Social, por favor lieve consigo esta notificacion.

INFORMACION DEL ESTADO DE CALIFORNIA
Con Respecto a la Situacién Suya Tocante al Medi-Cal Basado en incapacidad
£l Estado no tiene i3 autoridad para revisar ia situacion suya con respecto a incapacidad si:

(1) usted reciama {3 misma condicion incapacitante que i3 SSA ha tomado en consideracion. y su
condicion NO ha empeorado. NO ha cambiado. o usted NO tiene una condicion nueva que le
incapacite:

(2) m&mmhmmmmyzmmmha&yw
condicidn ha cambiago o ha empeorado: Y

(3) 12 SSA tomo una determinacion en ios Ultimos 12 meses contados a partir de ia fecha en que se
presento fa solicitud para Medi-Cal con base en incapacidad, y ia SSA NO se ha rehusado a voiver
a abrir sucaso.

Si usted cree que 3 decision de negarie el derecho de presentar una soicitud para Medi-cal con base en mcapacidad
fue incorrecta, deberia ponerse en contacto con su oficina jocal de bienestar  En seguida. en los numeros (1) y (2),
se enumeran ias posibles razones que pucdieran permitir solicitar Medi-Cal con base en mcapacdad
(1) ummeqummmsmydﬁmedehmmen
consderacion ta SSA.
{2) No han pasado 12 meses desde la fecha en que ia SSA negd su solicitud para Medi-Cal. y su
condicion ha cambiado © empeorado, Y ya sea que:
{a) I3 SSA se ha rehusado a aceptar Su peticion para voiver a abrir su caso: © _
() usted ya no reune los requisitos de ingresos y recursos para recibir SSI. pero posibiemente
reuna los requisnos de ingresos y recurses para recibir Medi-Cal.

Derecho a una Audiencia con el Estado con Respecto a Asuntos Diferentes a su
Incapacidad

Atlmedsma!veznotmgaeldaed'n ohmﬁaddeougaﬂemameanwhcnnala
situacion de su incapacidad (exceptuando las razones bajo “Si usted cree que Ia decision...” de arriba),
usted tiene el derecho a una audiencia con el estado con respecto a su elegibilidad para recibir Medi-Cal si:

(1)  hay hijos menores de edad que viven en el hogar, que estin privados del cuidado y manenimiento

de sus padres:

2 xsteusmdezlamsdeedadom&amsdee&dom

(3)  usted esta embarazada:

(4)  usted vive en un establecimiento de cuidado cOntinuo NO intenso, ©:

(5)  usted es un(a) refugiado(a).

S! desea pedir una audiencia con el estado, puede hacerio en el reverso de una
Notificacion de Accion.

MC NFORMATION NOTCE 13 SP) Q)
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State of California—Healh and Human Services Agency Departmen of Health Services.

Name of disabled person Social security nhumber

SGA WORK SHEET
(Used when gross earned” income is over the current SGA amount.)

1. Earned Income

a. Gross average monthly earnings $
b. Payment in kind (e.g., room and board) which is not a
condition of employment (use current market value)

c. Other

d. TOTAL GROSS EARNINGS (add a, b, and c) $
2. Impairment-Related Work Expenses {IRWEs)

(see MEPM, Arlicle 22, 22C-2)

a. Afendant care services $

b. Transportation costs

c. Medical devices

d. Work-related equipment

e. Prosthesis

f.  Residential modifications

g- Routine drugs and routine medical services

h. Diagnostic procedures

i.  Nonmedical applications and devices

j- Assistants (e.g., if visually impaired, cost 1o hire reader)

k. Other items and services
3. TOTAL IRWEs: Add (lotal of 2a through 2k) $
4. TOTAL SUBSIDY (e.g., some employers employ disabled persons and subsidize their

wages by paying them the same wages as a nondisabled employee though they may

be performing less strenuous work, or working less hours) (from MC 273, number 7) $

$

5. NET COUNTABLE EARNINGS (subtract 3 and 4 from 1d)

» Are current countable eamings greater than $ ? Ovyes ([INo
(Insent current SGA amount)

* If the answer is No, send a disabilty referral to SP-DAPD.. In ltem 10 of the MC 221, Disability
Determination and Transmittal, write in “No SGA issue.” Attach copy of MC 272 to the MC 221.

o If the answer is Yes, the client is engaging in SGA. Deny the disability claim. (Evaluate client for the
Working Disabled Program.)
*NOTE: Income information oblained from completed MC 273 (Work Activity Report). .

Efigbility Worker signature Worker number Date completed

MC 272 (8/01)
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R L

State of Cafilomia—Heahh and Human Services Agency Departmént of Heahh Services 13

This report is for:

WORK ACT'V'TY REP ORT Month Year

You may be considered disabled for Medi-Cal if you cannot do any kind of work for which you are suited, and only if you
cannot work for at least a year or your condition will result in death. )

If your gross earnings are more than § (current SGA amount) per month, you might not be considered
disabled. Work expenses and special work considerations related to your disability may be deducted in figuring whether
your earnings meet the earnings limit. For this reason, information about your work activity is needed.

The information you provide about your work activity will be used in making a decision on your case. Your employer may
be contacted to verify the information you provide.

Name of disabled person Social security humber
Employer’s name Employer’s telephone number
Employer's address (humber, streel} City State ZIP Code
Title or name of your job Rate of pay Hours worked per week. Dates worked (month/year)
From: To:
Employer’s name ) Employer’s telephone number
. ( )

Employer’s address (pumber, sheet) City State 2ZiP Code
Trle o name of your job Rate of pay Hours worked per week Dates worked (monthlyear)

- From: Jo:

1. Gross Earning—What is your gross monthly pay? ()i pay is irregular, you do not need to enter the amount.) Attach
your pay stubs. )

2. Other Payments—Specify other payments you receive, such as tips, free meals, room, or utilities. Indicate what you
were given and estimate the dollar value and how frequently you receive them.

3. Special Employment Situations

Yes No
After you became ill, did your job duties lessen? O d
I yes, did you get to keep your same pay? 0 0
Are you employed by a friend or relative? O
Are you in a special training or rehabilitation program? O ()

4. Job Requirements—Are your job duties listed below different from those of other workers with the same job title?
Yes No

Shorter hours

Different pay scale

Less or easier duties

Exira help given

Lower production

Lower quality

Other differences (e.g., frequent absences)

@moaoow
QQaQQQaQ
QQQQoQa

5. ‘Explanalion of Job Requirements—Describe all “yes” answers in item 4 on page 1.

MC 273 (8/01) Page 1 of 2
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6. Special Work Expenses—Specify below any special expenses related 10 your condition which are necessary for you
to work. These are things which you paid for and not things that will be paid for by anyone else.
Specify the amount of the expenses. Altach verification of who prescribed the item or service needed and the cost paid.
(We are required to verity the need for the item or service with the person who prescribed it.) .
Example: Attendant care services, transportation costs, medical devices, work-related equipment, prosthesis,
modifications to your home, routine drugs and medical services necessary to control a disabling condition, diagnostic
procedures, assistants {e.g., if visually impaired, the cost to hire a reader; if hearing impaired, the cost to hire a sign
language interpreter), or similar items or services. .

7. Subsidies—Some employers will support disabled individuals with subsidies. For example, the employer may
subsidize the disabled employee’s earnings by paying more in wages than the reasonable value of the actual work that
was done. (For example, many sheltered work centers subsidize an individual's earnings.)

Does your employer provide you with subsidies? {3Yes (JNo
If yes, please (a) tell us how much the subsidy is worth and (b) explain the type of subsidy that was given.
a $ '

b.  Explanation of subsidy:

8. Use this additional space to answer any previous questions or to give additional information that you think will be
helpful. .

9. Please read the following statement. Sign and date the form. Provide address and telephone number.

If my employer should need to be contacted, this also authorizes my employer to disclose any information
necessary for the county to evaluate my work activily for my Medi-Cal application based on disability.

I have completed this form correctly and truthfully to the best of my knowledge and abilities.

Signature ot applicant or representative Dale Area code and telephone number
( )
Mailing address (numbesy, street, apartment numbes, P.O. box number, or Rural Route)
City County Siate ZIP code
CHECKLIST FOR‘COUNTY USE ONLY
1. Enter amount of client’s gross wages. - $
Does the client have any of the following deductions?
a. Subsidy (see MEPM, Afticle 22, 22C-2.7) ~ OYes I No If yes, enter amount:  §
b. Impairment-related work expenses (IRWEs) 7 Yes J No i yes, enter amount:  $
2. Add a and b above and sublract total from number 1. Is the remainder over the current SGA amount? [ Yes O No
I yes, client is engaging in SGA. If any explanations are needed, please use the following space:
Worker number Date completed

Ehigibility Worker signature

MC 273 (8/07) Page 2 of 2
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STATE OF CALFORMA - MEALTM AND WELFARE AGENCY OEPARTMENT OF MEAL TH SERVEES

INFORME DE ACTIVIDAD LABORAL

Es posible que se i considers incapacitado(s) para Medl-Cal, si usted no puede hacer ninguns cizse de
mpmummMQymdmmmmmmrbmmmosl
su condicion le ocasionara is muerts.

Si sus ingresos son de mas de S500 doiarss al mes, en genera!l 8 usted no se ls puede considerar
mcapacitado. Los gastos de Iratsjo y consiceraciones especisies de trabsjo reiscionacos s su incspacidsd se
pueden geducir al calcuiar si SUS ingresos cumplen con los imites de ingresos de $500. Por esta razon, se
necesita ia intormacicn acercs o su activiasd taboral.

La informacion que usted proporcione Scercs de su actividad iaboral se utilizars al tomar uns decision sobre sy
recteme. &m”mwmwmmmhbm”mw

: NOMONe O i3 PETSONS INCAPSCRRGA Numero del Seguro Socal
1 Nomore Ol pEFONO | Dwsccon ost pazrono NO. O® 19i$10n0 CO8i DEFDNC
+ Puesid © Cargo O S TADE0 l Tass os pego mrisaannn..m
2 Nomore oe! patonc : Dwection oel p3zono | NO OB 31870N0 08t DaTONC i
- Puestd o CargO OB SU TABO : Tasa os pego FOras Que T3 3 13 semana
i
1. INGRESOS BRUTOS GANADOS
¢ Cual'es su pago mensual bruto? {Si el pago es rreguiar. no necesza anotar la cantaad.) Adunte sus
t3iones e cheques.

2 OTROS PAGOS

Especifique otres pagos que usted reciba. tales COMO Propnas. atimentos graturos. Sericos Pubdlicos y
murnicipales de cuano. Inaque lo que se le 010 y calcute el valor 3Ctual y Con que frecuencia 1os recibe.

3. SITUACIONES ESPECIALES DE EMPLEO
Después ge entermarse. ;Se amMMoraron sus obdligaciones Ge wrabajo?
Si la respuesta es Si. ¢ mantuvo el MmsSmo pago?
< Es usted empieano(a) de un amigo o panente?
¢ Esta usted en un programa especial e Capacitacion © rehabilitacién?
4 REQUISITOS DE EMPLEO

vt e
0oooo§

:
|
%
:
%
:
|
|
;

horano mas coro

escala de pago ditereme

menos obligacones o0 Mas facies

se le proporciona avuda asicional
proouccion mas baja

catisad mas baja

otras dterencias (ej.: taRas trecuemes)

©-etnpow
(TR [T
LON000E§ ¢

MC 273 (SP) (V98 . Page 102
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5 EXPLICACION DE LOS REQUISITOS DE EMPLEO
Describa todas tas respuestas “atifmativas™ en el aniculo 4 anterior.

6. GASTOS ESPECIALES DE TRABAJO
AmwmmwgamsmesWawmmm
necesancs para usted para trabajar. £S10s son cosas por las que usted pagd y NO COSas que alguien
mas pagara. .
Especitique 13 cantiiad de gastos. Adjunte compropantes de Quien e recetd el articulo o servicio
necesano y €l Costo pagado. (Se nos exge comprobar 12 neceskiad del articuio o servico con ta
persona que o recets.) _

Ejempto: Servicios oe Cuidator. CoSIoS Ue ransporne. aparaes METICoS. equipo relaconadto at trabaio.
protesis, moditicaciones 2 Su Casa. MeMICaMentes de nUtiNa y Servicios Medicos necesanos para
, comrolar una CoNRcION NCApacitante, ProCecIMEntos te tagnNASco. O aftCUIos O SeVICIOS Semejantes.

Utiice este espacio athconatl para contestar cuaiquier pregunta previa 0 para 0ar mommacon agicional
Que usted prense Gue sera util.

8 Por tavor. 1ea 12 sigurene gectaracion. Firne y teche 13 torma. Proporcione 1a direccon y el nomero oe
teiétono. "

He completado esta forma correcta y verdageramente segun mi leal conocimiento y habdllidsdes.

| Feme est Scue 0 Resssssrmrny fFecra Asse y Ho. 8 Telttoro

'
; Dwecton Post thasmero y Cane. 0. 89 ADL ASMa00 Posis 0 Rute Rural)

: Caunno v 3300 | 2ore Posy Conssoo
SOLO PARA USO DEL CONDADO

9 Imerviewer/Reviewer Check List ("Yes™ answers should be expiamed below.) Check 3l that apply:
a. Subsidy O Yes O ~
b. impammeni-Retated Work Expenses O vYes C “No
c.  Substantial Gaintul Activity O Yes T N
EXPLANATION:

SIGNELNE 6 1100 Of IMETWOwe! Of REWewo! icoumycooe Date
N 273 (SP) (39%) Page 202
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m.umm-;uwww Department ol Meaih Servcey

DISABILITY LISTING UPDATE

Pleasae indicate which list is 1o be updated with a check mark
(0 Medi-Cal haison(s) lor disability issues.
3 Medi-Cal liaison(s} for quarterly status listings for pending and ciosed disability cases.

Plaase use this form to transmit the name of your county’s representative, or in counties where multiple contacts will be
necessary, please provide the same information for each reprasentative on a separala form. It would be appreciated f the

information is printed or typed

County {Lamon

Liarson 3 pORON Uik Liraon 3 talgphong number Algrrave tplephong number

( ) { )

Cay Ste

¥
§

RETURN TO- Department of Health Services
Medi-Cal Eiigibility Branch
Atin: Disability Liarson Coordinator
1501 Capitol Avenue, MS 4607
P.O. Box 997417
Sacramento, CA 85859-7417

Siate of Caromp—Healin a3 Human Sernces Agency

DISABILITY LISTING UPDATE

Please indicate which list is to be updated with a check mark
] Medi-Cal liaison(s) for disability issues.
() Medi-Cal haison(s) for quarterly status kstings for pending and closed disability cases

Please use this form lo transmit the name of your counly’s representative, or in counties where multiple contacts will be
necessary, please provide the same information for each representative on a separale form. It would be appreciated if the

information is printed or typext-

County Lauson

Liarson 8 pOWDOD kde Liasson 3 iephong number Alemabve telephona number
{ ) ( )

Office address [mumber, stroet} City Stale Zip cooe

RETURN TQO: Depariment of Health Services
Medi-Cat Eligiiiity Branch
Attn: Disability Liaison Coordinator
1501 Capitol Avenua, MS 4607
P.O. Box 997417
Sacramento. CA 95899-7417

MC 403 (20
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Swum of Caliorrie—tiadih & Wellwe AQency ’ Deparvners of bastth Servoss.

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 A
(Medical Report on Adult With Allegation of Human immunodeficiency Virus [HIV] Infection)

Your patient, identified in Secton A of the anached form, has fiec a ciaim for Medi-Cal disability benefits based on HIV infection.
MEDICAL SOURCE: Pigase detach this instruction sheet and use it to compiete the atached form.

L PURPOSE OF THIS FORM:
¥ you compiste and return the attached fonm promptly, your patient may be abie to seceive medical bensfits whils we are processing his or
heor ciain for ongoing dsabiliity bensiits.

This & not a request for an examination. At this time, nmmmnammmwmmwmmwm
Evaluation Dwvision may cortact you later to obtain further evidsnce nseded 10 p your patient’s claim.

& WHO MAY COMPLETE THIS FORM:

A physician, murss, or other member of a hospital or chinic staff, who i abie to confinn the diagnosis and severity of the HIV dissase maniestations
based on your records, may compiets and sign the form.

B MEDICALBELEASE: -
Amdwwwmmm)wquammumdﬁbhhmdmmmmIhnhaos
umumﬂmwmhmwmu-wwmm

V. HOWTO COMPLETE THE FORM:

lmmh“Mwmﬁ&aﬂAmeMMEnhmmmmm

You may not have 10 compiete al of the sections on the form.

ALWAYS compiste Section B.

Compiste Section C, If sppropriste. If you check at least one of the itams in Section C, go right 10 Section E.

auvmwoummmwwuhwc.s“uwmm telow which will heilp you
compists Section D.

Compiste Section E ¥ you wish to provide comments on your patient’s condition(s).
o ALWAYS compists Sections F and G. NOTE: This form is not compiste urit it is signed.

V. HOW YO RETURN THE FORM JO US:
o Mai the compisted, signed form as s00n 25 possibie in the return envelops provided.
o ummummammnummwubmmum»umomdw

How We Uss Section D:

[ mowmbumwmmummmmm 1t also asks you to give us an kiea of how your patient's ability
% function has been aliected.

o We do not need detaied descriptions of the functional kmitations imposed by the diness; we just nesd 10 know whether your patiert’s abdity to
function has been aflected 10 2 “marksd” degree in any of the areas ksted. See beiow for an explanation of the term “marked.”

Special Terms Used in Section D:

What We Mean By “Rapsated™ Manlisstations of HIV infection (sse fem D.7):

“Repeated” means that a condition or combination of conditions:

o Octurs an average ot three 1imes 2 yelr, Or once every four months, each asting two weeks of more; or

o Doss not last for two weeks, tat occurs substantially more frequently than tivee tmes in 2 year of once every four months; or
o Occurs lsss olten than an average of hee SMES 2 Year or ONCe every four Morths txat lasts subsiantially longer than IWo wWeeks.

What We Msan By “Manilestations of HIV infection (see fam D.1):
“Manilestatiors of HIV Irfection® may inchuxde:

o Any conditions ksted in Section C, mnmumsp&dmms.mdhwmmmmmawnnmzzd
the form, diarthea not ing the in e 33 of the form); or any other condition that i not isted in Section C. (e.g-. oral hary

isukopiakia, ryosits ).
o Manidestations of HIV must result in signiicant, documernted symptoms and sigre, (e.5., fatigus, fever, maiaise. weight ioss, pain, night sweats)

DME 6 A (Covanshueg (/95) Cortinued on reverss >
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What We Msan By “Marked™ Limiation or Restriction in Functioning (see Sem D.2)-
o When ‘marksd” is used 1o describe functional imitations, # means more than moderate, tatt less than extreme. “Marked™ doss not imply that your
patient is confined o bed, hospitaiized, or in a faxrsing homs.

) AwbdimtanmrybMmmmcwmmndummw”smhmwmb
totally preciuded from m»mnmamm;m;nmum:m:ummmm
&y»mw appropriately, and efiectively.

What We Mesan By “Activitiss of Dally Living” (sse 2em D.2:
o Actvities of daily living includs, but are not imited to, such activities as doing household chores, grooming and hypiens, using a post office, taking
Example: An indivicual with HIV irdection who, because of symptoms such as pain imposad by the liness or its teatment, is not able to maintain a

housshold or take public trancportation on 2 suctained basis or without assistance (even though he or she is able to periorm some self-Care
activities) would have markad limitation of activities of daily living.

What We Msan By “Social Functioning” (see em D2
o Sacial functioning includes the capacity to irteract approgriaiely and commnicaie siectively with others.

Example: mmmmmmmdmwamdmwmmqmumus
mmmnwmmammwwbuﬂ-s*bmm“w«uM)
would have marked difficulty in maintaining social functioning.

muuwmr&hamwhmm
o Compisting tasks in & timely manner irvolves the abiity 10 SuStain concentration, persisience, or Pace 10 permit timely compistion of tasks commonly
. found in work settings.
Exampis: An individual with HIV irfection who, because of HiV-related fatigue or cther symptoms. is unable 0 sustain concentration or pace
adequate to compiste simpls work-related 2asks (even though he or she & able 10 do routine activities of daily living) would have marked dificuly
compiating tasks.

PRIVACY ACT NOTICE

The Department of Health Services (DHS) is authorized to collect the information on this form under
Sectons 205(a), 233(d), and 1633(e)(1) of the Social Security Act. The information on this form is needed by
DHS 10 make 2 decision on the named applicant’s application for Medi-Cal based on disability. While giving us
the information on this form is voluntary, failure 10 provide alt or part of the requesied information could prevent
an accurate or imely decision on the named appiicant's appiication. Although the information you fumish is
almost never used for any purpose other than making a determination about the applicant’s disahility, such
information may be disciosed by DHS as follows: (1) 1o enable a third party or agency to assist DHS in
establishing rights to Medi-Cal benefits, and (2) o faclitate statistical research and audit activites necessary
assure the integrity and improvement of the Medi-Cal program. :

We may also use the information you give us when we match records by computer. lhtdamms
compare our records with those of other federal, state, and local govemnment agencies. Many agencies may
use matching programs 1 find or prove that a person qualifies for benefits paid by the Federal Govemment.
The law allows us o do this even if you do not agree it

Federal law governing Medicaid requires that medical information on applicants and beneficaries be kept
confidential. |(42 United States Code, Section 1393 (a) (7).)] The reguiations impilementing this law deal with
the disclosure of information collecied and maintained dy state Medicaid agencies. (42 Calilornia Federal
Register, Sections 431.300 et seq.)

DME 735 ACowrvmeg (4/58)
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Sum et Cafturnio—iamith 9 Waltwe Agercy Deperenare of basitr Services

MEDICAL REPORT ON ADULT WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The individual named below has filed an application for disability under the Medi-Cal program. if you complete this form, your padent
may be abie o receive early medical benefits. (This is not a request for an examination, but for existing medical informaton.)

MEDICAL RELEASE INFORMATION
D Form MC 220, “Authorization to Reisase Madical information® to the Department of Health Services, attached.

0 | hersby authorize the medical source named beilow 1o release or dscioss %0 the Depar of Health Servicec or Department of Social Services any

> Sigs ® only & Fomm MC 220 i NOT a=ached) Dase
>
A. IDENTIFYING INFORMATION:
Macal SMSOr's Name Appbcarts Name
=y Agptares Dam ot Seny

8. HOW WAS HIV INFECTION DIAGNOSED?

Dwmmmm . D mmmmmmm and diagnosic(es)
indicared in the medical evidence
C. OPPORTUNISTIC AND INDICATOR DISEASES (Please check, d appicable):
BacTeERaL InFecTiONS:
1. [J wycobacterial infection, {e.. caumed by M. avium< 12. O Mucomycosis
M kansssi. or M. Ribsrculosis), at & site cther than the ngs, skin, or
corwcai or kiler iymph nodes ProTozoax or HeLummiac INFecTions:
13. 0 Crypiosporiciosis, isosporiasis, o Microsporidiosia, with
2. D Putmonary Tuberciiosis, resistant © teatment Garmes lassag for one moh of longer
3 O mocardiosis 1a. J Preumocystis Carinii Preumonia or Extrapuimonary
Prsumocystis Carinil infection

4. [J Saimoneta Bacteremia, masment somtyphoid
5.0 Strongyloidiasis, extr-imesinel
s, D Syphilis or Neurosyphilis, (e.g.. meningovasculer syphiks)
g Pic Or Other 16. D Toxoplasmosis, of an crpan other then $he bver, spiesn, or lympb
scdes

6 J Wbummw».wm
9 hospitalzaion or intravercus antiaic ViRAL INFECTIONS:

VOEETIONt Ve O OIS TBS i ONY YERT
1. O Cytomegaiovirus Dissese, st s sae other $han $we bver, spisen,

FunaaL InFECTIONS: or iyemph fodes
7. O aspergiicess 12. 7 Herpes Simplex Virus, causing indecaon, (0.5.,
cral, genital, pesianal) lasting for one month o kager; or intection st 3
s O mu-nmmuummm 20 Other than the skin Of (e.g-. :
tract, or ol or o or . . g, or S0): or & .
# g e o chi, or hogs.
18. 0 Herpes Zoster, imned or with s Scms et
9. [J Coccidicidomycosis, at 2 ste cther than the hsags or lymph e sosiomet 1> Besenent
nodes.

20. [J Progmesive Mukifocal Leukosncephalopativy
10. D Cryptococcosis, at s sie other ®en e kmgs, (e.g., aypuococoal '

macingae) 21. O Hepatitis, resuting in chronic iver & itewred by
Sadings, (0.5.. i ascites, biseding escphages)
11. 3 Histoplasmosis, a: a siw oter than the Lugs o lymph nades . wesioss, hepatic encephalopathy)
DME 735 A (0%%) Pxpm i o3
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SECTION C (contirnsed)
MauGraNT NEOPLASMS: HIV WastinG SynorouEe:
"2 [ carcinoma of the Carviz, irvasive. FIGO stage il and beyond 2. [J HIv Wasting Syndrome, chamcieczed by imvoksumry weight loas
of 10 percent or more of bassiine (or cther significant imvoluntary
3. D Kaposl's Sarcoma, with exsrsive oral issions: or involvenent of weight ibes) and, in the abeence of 8 concurent ilinses that coulks
the gastroimestinal tract, lungs. of other visceral organs: or episin he fndings, i ing: chronic da with 2 or move looes
involvement of the skin or with J swols deily lasing for 1 moath or bager: or chronic weskneas and
Amgeting or UeEINg issions Aot Seeponding © Featment do d fover g hen 38C (100.4°F) for the mejority of
: . 1 mwesh: or longer )

2. O Lymphoma, of sey wpe, (6.5, primery iymphoms of e brain,
Buskitts ymphome, SEELRGDISSSC SEFCOME, Other Son-Hodghins DrARRHEA:

ymphoms, MHodghin's disssse)
| Diafrhea; taming for one month or bager, ssiewnt 1 Yessnent, and
. U Squamous Call Carcinoms of the Anus iring @ Sydrssion, i imertation, or abe
feading
Ssan or Mucous MBEMBRANES:
CARDIOMYOPATHY:
25. D Conditions of the Skin or Mucous Membranes, with .
" pavng or g lnsions not sepoading © 34. DWMW“.G!&M.U“
{e.5.. dermatoivgical condisons such 83 eczema ©f pIoriasis, ch by mot e )
shvoveginel or cther - y by human
Peilomevian, genita! uicarsive diasese) NEPHROPATHY:
HEMATOLOGIC ABNORMALITIES: 35 J Nephropathy, meuting in cheomic sen tsikes
2. O aremia o it persatiog at 30 or las), smquising one InFEcTIONS RESISTANT TO TREATMENT OR REQUIRING
o emee Siood Sassiusions on an sversge of at isast cace every HOSPITALIZATION OR INTRAVENOUS TREATMENT THREE OR
—eme . More Tmes m ONE YEAR:
28. D Granulocytopenia, with sbechne ssutrophil counts repsetedly _ %% DS“
Sslew 1,000 ? and ysem ]
intacions ocruming et jens in Sho st fve 37. O Meningis
2. U Thrombdocytopenis, with dly below = J Prsumonia (non-PCP)
40,000/’ with 8t lsest 1 ap - iring
wanshuion in $e It S mOAGE: Or with insecranial Diseditg in the 39. J septic Annrttis
Inst 12 moathe. :
. 0 endocaranis
NEUROLOGICAL ABNORMAUTIES:
a1. [J Sinushis, dopraphicaty sccusmsesss.
m.DlﬂVEmpnnpm. ized by cCognitive of motor

31 DMMMW“WM&
(0.g.. potipheral neuropathy). with significant and persistenat

disorgaaizancn ¢! motor BON D WO Ntes g n
assined Gaubence of groms and GINTAS MOVEMants, Of 9ait 8
smen

DS 7008 A (a%0) Pun2et3
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D. OTHER MANIFESTATIONS OF HIV INFECTION:

1. Mmdmmmmmm&mc.mui.mmuwmm
atove, or cther dssases, resulting in signficant, documentsd Symptoms o Signs, (6.5-. Iatigus, fever, malaise, weight loss. pain, night sweats).
Pase speclly:

a  The maniestations your patient has had:

b The numbsr of episodes occusTing in the same ons-year pefiod; and

c  The approximate curation of each episods.
m.mmmmmummwmnmnmdwum;nam
Mhuhmmmmmhmmwm&mwmbmbfhdﬁrﬁandw
manidestations. )

¥ you nsed mare spacs, pisase wme Section E:

NUMBER OF EPISODES NN - . DURATION
MANFESTATIONS THE SAME ONE-YEAR PERICD OF EACH EPISODE

AND
2 Anyof the Following:

0  Markad rectriction of Activities of Daly Living: or
O  Marked dificubtios in maintaining Sociat Functioning; or
0 WMhmuhaMmuthmm.um

E MMm&mimﬂMmi@Dc»mWeﬂcmmﬁhMy&My

F. MEDICAL SOURCE INFORMATION (Paase Prnt or Typs):
L]

SR

ARD TITLE OF PERSON COMPLETING THIS FORM (e.g.. physicen, RN.):

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 27 154,0 437







MEDI-CAL ELIGIBILITY MANUAL

St of Callomie—dasih arc Wellwe Agerncy Daparsnent of Hesth Servces

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 C
(Medical Report on Child With Allegation of Human Immunodeficiency Virus [HIV] infection)
A claim has boen filed for your patient, identified in Section A of the attached form, for Medi-Cal disability benefits based on HIV infection.
MEDICAL SOURCE: Please detach this instruction sheet and use it 10 compieie he atached form.
L PURPOSE OF THIS FORM: :
lmmmmuwmm.mmwuuwmmmwbnmmnur
hot ciabn for ongoing disabiity benaiits.

Tl":'-mtaMhmmnﬁﬁm‘.wmwmbmu&mwmmwmmwoDimhi’ay
Evakustion Division may contact you later to ottain further evidence needed 10 procsss your patient’s claim.

L WHO MAY COMPLETE THIS FORM: ’
Amw.udumdnwwﬁw.wh&nmuwwmdhmmm
bassd on your recorts, may compiste and sign the form. -

8. MEDECAL RELEASE:

A Departmert of Health Services medical release (MC 220) signed by your patiert's parert or guardian should be atached 10 the form when you receive
. 1 the releass i not antached, the medical relsase saction on the jorm itsall should be signed by your patient's parent or guardian.

N. HOWTO COMPLETE THE FORM:
© & you seceive the form from your patieri’s parent or guardian and Section A has not been completed, plsase fil in the identilying information about

your patient.

You may not have to complets al of the sections on the form.

ALWAYS compiste Section B.

Compiste Section C, if appropriate. !f you check at isast one of the items in Section C, go fight 1o Section E.

ouummnlmmmmwhhwa&.mwmmwﬁﬂmmb

compiste Section D.

Compists Section E ¥ you wish to provide comments on your patient’s condition(s).

o ALWAYS compiste Sections F and G. NOTE: This form is not compiste until & is signed.

V. BOW YO BETURN THE FORM YO US:
o Mai the compieted, signed form as soon a3 possibie in the return envelops provided.

o Fyou recsived the form without a retumn envelops, give the completed, signed form back o your patient's parent or guardian for retum to the courty
deparntmart of social services.

o Section D asks you to 1l us what other mandestations of HIV your patiert may have. it 3l50 25k you to give us an idea of how your patient’s ability
1 function has teen affected. Compiete only the areas of functioning appiicable 1o the child's age group.

® We do not nsed detaied descriptions of the functional kmitations imposed by the iiness; we st need 1o know whether your patiert’s abiity to
function has been aftected to the extent described.

e Forchidren age 3 10 antainment of age 18, the child must have 2 “marked” restriction of functioning in two areas 1o be ehigibis for these benefits. See
beiow for an explanation of the term “rmarked.”

Specisl Terms Used in Section D:

What We Mean By “Maniiestations of HIV infection” (see e D.7) :

“Manisstations of HIV infection® may inchule any conditions isted in Section C, tut without the findings specilisd thers, (e.g.. oral candidiasis not
eting the ia gh n hem 27 of the form, diarrhea not meeting the criteria shown in kem 38 of the fomm); or any other conditions that i not icted

in Section C, (8.5, ora! hairy isukoplakia, hepatomegaly).

What We Mean By “Marked” (sse Sem D.2.0--Appiiss Only to Chiidren Age 3 to 18):

o When “markac” & used 1 describe functional fimitations, @ means mos than maderaie, tut less than extrems. “Marked" doss not imply that your
patient is confined 10 bed, hospitalized, or placed in a residential treatment tacility.

® A marked Emitation may be pressnt when ssveral activities or functions are impaired or even when only ons is Impained. An individual need not be

twotally preciuded from performing an activity to have a marked kmitation, a5 long as the degres of kmitation i such as 10 senously ineriere with the
abiity 1o hunction independently, agpropriately, and efiectively in an age-appropziate marne.

DNS 7006 C (Covarshes0 (4/96) Cortinued on reverse >
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PRIVACY ACT NOTICE

The Department of Health Services (DHS) is authorized 1 collect the information on this form under
Sections 205(a). 233(d). and 1633(e)(1) of the Social Security Act. The information on this form is needed by
DHS 1 make a decision on the named appiicant’s application for Medi-Cal based on disability. While giving us
the information on this form is voluntary, failure 1o provide all or part of the requesied nformation could prevent
an accurate or tmely decision on the named applicant’s appicaton. Although the information you fumish is
aimost never used for any purpose other than making a detenmination about the appliicant's disability, such
mmuwwoﬂsBmvaammwwaMn
establishing rights to Medi-Cal benefits, and (2) to faciitate statistical mmwwwn
assure the integrity and improvement of the Medi-Cal program.

We may aiso use the information you give us when we match records by computer. Matching programs
compare our records with those of other federal, state, and local government agencies. Many agencies may
muuﬂ.nmsbiﬁ«mtmammﬁﬁsbrbemﬁspaﬂbymww
The law allows us 1o do this even if you do not agree 1o it.

Federal taw governing Medicaid requires that medical information on applicants and beneficiaries be kept
confidential. [(42 United States Code, Section 133a (a) (7).)] The regutations implementing this taw deal with
the disclosure of information collected and maintained by state Medicaid agencies. (42 Cafifornia Federal
Rems.aomdslmootm)

DS 7035 CiCouwshas) (404)
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S of Caltiuvio—~iasits &v3 Wathre AQuncy Deparsnars of Meshi Servoss
MEDICAL REPORT ON CHILD WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The individuga! named beiow has fled an spplicaton for disability under the Medi-Cal program. If you complete this form, your pasent
may be able 1o receive early medical benefits. (This is not a request for an examination, but for existing medical information.)

MEDICAL RELEASE INFORMATION
O  Form MC 220, “Authorization 10 Relsase Medical information® 10 the Department of Health Services, attached.

0 | hereby authorize the medical source named beiow 1 reisase or disclose to the Department of Health Servicas or Department of Social Servicss any
medical records or other information regarding the child's treatment for hurman mmunodsficiency vins (HIV) infection.

‘Acpicases F G Signsase (Reqused oy  Form MC 220 = NOT seched) Dese
>
A. IDENTIFYING INFORMATION:
—T1—1 [acetcares dame
Seowey . ‘ostcats D of vt

B.  HOW WAS HIV INFECTION DIAGNOSED?

3 Labomory tasting confirming HIV infection i 3 other ciinica and boratory findings, medical history, and diagnosis{es)
ndicated in the medical evidencs
T OPPORTUNISTIC AND INDICATOR DISEASES (Pleass check, 7 appicabiey: .
BACTERAL INFECTIONS: 11. [J Cryptococcosis, st s site cther hhen the bmgs, (e.5.. cypococeal

1. 3 sycobacteriel intection, (e.g. cmmed by M. svium-intzacobues. menmge)

M kansssi, or M. Rberxculosis). & 8 Site other than he Amgs, skin, or - §
o 12. D 218 Ste oher an e kngs or iymph aodes
12 J Mucormycosis

PRoOTOZOAN OR HELMINTISC INFECTIONS: .
14. [ cryposporidiosis, isosporiasis, or Mictosporidiosis, wi:

2. D Pulmonary Tubsrculosis, resisnnt © teetment

3. O Nocardiosis

4. g Saimonelia Bacteremia, secrsent nontyphoid dGarrhes lexing for one mosth o lbager
5. 0 Sypbilis or Neurosyphilis, (e.g.. meningovascutar syphiks) . O Pneumocystis Carinii Pneumonia or Extrapuimonary
essling i AEUCIOHIC O CLhEr SUBINe ) Praumocystis Cannii infection
6. [J ina chidd ez tan 13 yoars of spe. MuRtiple or Recurrent 16. (3 Strongytidiasis, exeismean:
Pyogenic Bacterial infection(s) o the folowing types: sepais,
pesumonia, meniagiss, bone or jint islecton, Or abacess o an 17. O Tozoplasmosis, of an oman other Sian he bver, spisen, or lymph
insernal cspan or body cavisy {exchuding citis media or superical skin acdes
or Mg WO OF _ i two years
ViraL lerecions:
7. D Wer‘lb-mqum* 18. D c wus D . 1.8 Ste Cher Man e bur,
’ N = o iymph sodes
Tuatnent Sres OF TROM WNES i ORY YOar .
X 19. [J Herpes Simpiex Virus, cavsing intection,
FunGAL InFECTIONS: o erat pu ] o for o0 o o imkmc
8. 0 Aspergliosis . & 3 s8e cther than Y siin of (eg. -
o s s, or i3): Or cismeers nde
. O Candidiasis, at s site other han the skin, Winery ¥act, intesine) )
tract, or ol or ags or candidisw: 20. D Herpas 208tet, Gessminated or with mulidermatomel eaptons thet
mwolving wgrs, beonchi, or hngs are smeizmnt © testnent

10. {J Coccidicidomytosis, st s st ctwer ten e Lngs o iymph acdes 21. [ Progressive Muktfocal Leukoencepbaicpatiy

VS W35 C (ome) Paniee

MA :
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mcm
2 Cluopouu-. Ring in chronic bver disesse manilested by
op Sndings, (0.0, inwactable ascites, hag "
hapatic encaphaiopatiy)
MaLIGRANT NEOPLASMS:

<8 D Carcinoma of the Cervix, mvesve. RGO stage Il and beyond

2¢. [ xaposi's Sarcoma, wits exensive oral lssions: or o
the gastrointestingl tract, lungs, Of Other visceral organs: or
mvolvement of the skin or -b with >

Smpmiag or uicersbag amons Aot Wepoading 1 Sestment

. D Lymphoma of any wpe. (0.9, primary lymphoma of the brain,
Buskitr's iy C e cther gkin's
ymphonm, Hodgun's disssne)

= O Squamous Cail Carcinoma of the Anus

S or Mucous MESBRANES:
. O mdu&hnm&»m-a
apasag or h—ﬂ“’.m
tog.. prcsl > such ss or
wagingl Or Gther dda Oy tusnan
papilh ganical
HEMATOLOGIC ABNORMALITIES:
28. Du- i isang 8t 30 ©or lnas), oy one
or sove biood Seashmions on 8n svemape of at laast ONCe every two

- % D w—mma—m
Selow 1.000 calaanem’® and @
mmcmnu—.-u-h“

0 O Wu“ﬁcqw-n

despae prescribed thempy, or upon with of

or counts. uhw-‘a

st 1 spo nepe, -] @ he a5
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D. OTHER MANIFESTATIONS OF HIV INFECTION:
1. mmummmwm&umwc,muzumuwmw
above, or any cther mandestations of HIV infection; pisase specily type of maniestation(s):

AND .
2 Anyof the Following Funciional Linkation(s), Campiste Only the hams for the Chlld's Present Age Group:

a  Bink © Ansinment of Age Crs—Any of the following:

(¢)] m Cognitive/Cormmunicative Functioning generally acquired by children no more than one-hall the child's chronological age. (e.g-. in
mm»amwmmammumdmwmmw.
such as problems with sucking. swallowing., or chewing); or

@) O Motor Development penesally accuired by children no more than one-hal! the child's chronological age; or

(<)) O Apathty, Over-Excitabliity, or Fearfuiness, demonsirated by an absent or grossly excessive recponss 1o visual stimulation,
suciitory stirnulation, or tactie stimutation; or

) O Fallure to Sustain Socisl ineraction on an ongoing. seciprocal basis as evidenced by inability by six morths 10 pasticipate in vocal,
visual, and motoric exchangss (including tacial expressions); or faiure by age nine months to communicate basic emotional
responsss, such as cudding or exhibiting protest or anger; or faikwe to atiend 10 the Caregiver's voice ©f face or 10 expiom an
nanimate object for a psriod of time approprizie to the intant's ags; or .

o) D Attainynent of Development or Function generally acquired by chidren no more than two-thieds of the child's ciyonoiogical age in
WO OF MO 378aS (8., COPNRVE/COMIMUNICAVE, IMOIOY, and social).

b.  Age One o Ansirsaent of Age Thse—Any of the folowing:
[V} U Gross or Fine Motor Development at 2 level generally acquired by chidren no more than one-hatt the child's chronological ags; or

[~4] D Cognitive/Communicative Function at 2 level gensrally acquired by children no more than one-half the child's chronological age;

or

@ 3 Social Function a1 2 leve! genecalty acquired by chikiren no more than one-half the child's chronological age; or

) O Anasinment of Development or Function generally acquired by chidren no more than two-thirds of the child's clvonological age in
WO OF MOre areas coversd by 1.2, or 3.

¢ Age 3 to Anairsnent of Age 18—Limitation in at least 2 of the foliowing areas:

) D Marked impainment in age-appropriate Cognitive/Communicative Function (considering historical and other information trom
parents or other indivickaais who have krowiedge of the chid, when such information & needed and available); or

@ D Marked impairment in age-aperopriate Social Functioning (considering information from parents or other indviduals who have
knowlsdge of the child, when such information is needed and avaiiatile); or

(<)) m) Marked impairment in Personal/Behavioral Function as evidenced by marked restriction of age-appropriate actwvities of daly living
(considenng information from par or other individuals who have knowiedge of the child, when such information is nesded and
available): or persistent senous maladaptive behaviors destructive 10 seli, others, ani or property, requiring p ctive
irtervention; or

(@) D Deficiencies of Concentration, Persistance, or Pace resulting in frequent faiure to compiete tasks in a timely manner.

OME 7036 C ¢ans) Puniate
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F. MEDICAL SOURCE INFORMATION (Plsass Printor Type):
—
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STATE CF CALFOMIaA - MEAL T AND WELFARE AGBNCY

Applicant

DEPARTMENT OF MEAL TH SERWVITE S

WORKER OBSERVATIONS - DISABILITY

SSN

Check appropriate responses and exotain in Remarks where necessary.

1. Did this person appear Pale?

Jaungdiced (yeliow)?

2. Was this person wearing a heanng aid? Yes_ No [
3. Was this person weanng giasses? YesT— No O
’ a. During the interview, did this person use a
magnifying glass? YesT nNo O
4. Did this person _
a. Use a cane? Yes No L
b. Use a wneetchair? Yes— No _
c. Use a walker? Yes— No
d. Walk with a tmp? Yes— No _
IfYes Right_______ Left
5. Did this person _
a. Appear to have an injury? Yes— No
if Yes. explam beiow. . _
b. Appear to be confused/disonented? Yes— No
If Yes. explam betow. _ _
¢. Have a nouceable breathing difficulty? Yes.. No
Remarks:
EW: Date-
T S 7045 V)
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. 22 C-5 — PROVIDING CWD WORKER OBSERVATIONS

Because Eligibility Workers (EWs) have direct contact with clients, observations about a client’'s condition
should be provided to SP-DED. Observations can assist SP-DED by identifying additional conditions or by
enhancing information provided by client.

1.

USE OF MC 221 OR DHS 7045

EWs may record observations about medical conditions in “CWD Representative Comments" section
of MC 221 or on the optional DHS 7045 (Worker Observations - Disability) form. The DHS 7045
may be submitted to SP-DED with disability packet, should observations be extensive and exceed
space provided on MC 221, or at a later date, should EW have additional observations to provide.

. Unusual behaviors which suggest mental conditions should be noted, as they are frequently not .

admitted to by client and because they may severely restrict client’s ability to work.
EW comments will not be used exclusively to determine i client is or is not disabled.

USE OF WORKER OBSERVATIONS BY SP-DED

As SP-DED performs a complete evaluation of a claim, and not only client’s alleged condition, it is
very important that all conditions be identified.

Example: Client alleged disability on the basis of stomach cancer but did not say she had back
and foot problems. She thought the cancer was the disabling problem because it was the only
condition being treated. SP-DED determined that the cancer was not disabling. Because the EW
noted on the DHS 7045 that client was limping and appeared uncomfortable sitting, SP-DED also
explored these observations and found client had back and foot problems. Client was found
disabled based on her back and foot probiems.

GUIDELINES

The following' guidelines will assist EWs in providing observations to SP-DED and include some of

the more frequently occuriing actions or behaviors which may be observed. They are not

allinclusive.

Physical Mobility Difficuity walking, standing, sitting, or need for
another person’s assistance in doing these;

Use of mobiity devices, such as wheeichairs,
braces, canes, crutches;

Discomfort while sitting for extended periods of
time, or the need to stand periodically to stretch
or relax certain muscies;

SECTION: 50167, 50223 MANUAL LETTER NO: 130 NAY 27 984 22oc.5.1
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Physical Appearance

Other Physical Problems

Special Senses

Difficulty with joints or fingers with stifiness,
swelling, shaking, trembling, or the inability to fiex
fingers resulting in difficulty writing, picking up
forms, etc.

Example: Client stood up periodically throughout
the interview. She said that she had an inflamed
disc in her back that made it hard for her to sit
for long periods for time.

Height and weight, recent, significant change in

weight, unusually thin, overweight, short,
malnourished appearance;

Unusual skin conditions such as scaling, peeling,
unusual color, - scaming, with signs of
disfigurement or deformity;

Absence of any extremities, and use of a
prosthetic device.

Bxample: Client had noticeable difficulty walking
and sitting. He wore a brace on the right leg and
walked with a limp. He braced himself as he sat
down. However, he had full use of his upper
extremities.

Breathing difficulties, such as frequent coughmg
or rapid breathing;

Bxample: Client frequently coughed throughout
the imerview. When asked if she had a cold, she
said, “No, 1 just cough a lot in the momning".

The appearance that drugs, alcohol, or
medication may be affecting client’s
physical/mental functioning.

Problems with hearing, use of hearing aid,

reliance on another to explain what is said, hears

only very loud speech;

Problems with seeing, use of glasses, use of
magnifying glass to read forms;

Problems with speaking, speech is difficuit to
understand, slurred or impeded.

SECTION: 50167, 50223
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Mental And Emotional Status

Example: Client indicates difficulty reading and
hearing. She used a magnifying glass when
reading with her glasses on. She said she had
an amplifier on her phone, but she was noted not
to wear a hearing aid and was able to answer
questions without trouble.

Does not know his/her name, date and/or time,
is disoriented, does not know where he/she is or
the reason for the interview;

Has difficulty understanding things, not due to a
language barrier, limited attention span and poor
memory; -

Conversation is repetitive or wandering and
responses to questions are inappropriate; )

Exhibits signs of deterioration of personal habits,
such as poor hygiene or grooming;

Shows signs of emotional distress, such as
unusual crying or laughter, or inappropriate
outbursts of anger;

Has unusual mannerisms, such as constant
twitching of the neck, and inappropriate dress;

Example: Client arrived for appointment at
correct time but wrong day. She rambied on
about various subjects. She seemed confused
and disoriented and her memory was poor. She
was vague and evasive when discussing
problems.

SECTION: 50167, 50223

- 132

MANUAL LETTER NO.: o 22C-5.3
v oy R

.~







MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

22C-6 — ASSEMBLING AND SENDING SP-DAPD PACKETS

Disability packets containing forms filled out by client or CWD will initiate a disability referral.
SP-DAPD uses these forms and other information in its disability evaluation process.

1. PREPARING THE PACKET

A. LIMITED REFERRAL

A limited referral packet contains
The following forms:

Disability Determination and Transmittal, and the reason

for limited referral shown in “Remarks” section.

MC 221
1.
Submit Only Under These 1.
Circumstances:
2.
3.
4.,

Copy of prior MC 221, if available.

When packet is sent within 30 days of
SP-DAPD’s decision for a reevaluation and no
new treating sources are alleged.

When an earlier onset date on an approved
case is needed, if within 12 months of
application, and no new treating sources are
alleged for earlier onset date.

NOTE: If SP-DAPD is unable to establish an
earlier onset date with information available, it
may return the case as a Z56 to request
additional information.

When client is discontinued from Title XVI due to
income or resources and not in receipt of Title Il
benefits. CWD must make a diligent search with
SSA, MEDS or IEVS to verify reason client was
discontinued from SSI, which could eliminate the
need for a Limited Packet being sent to SP-
DAPD for verification. This includes those who
were entitled to IHSS prior to being discontinued
from SSI due to earnings.

NOTE: Before sending packet to SP-DAPD to
verify SSI status, CWD must annotate on the
MC 221 why the information was unobtainable.
Packets without this information will be returned
as a Z56 to CWD.

When application is made on behalf of a
deceased client and a retroactive onset date is
not requested and appropriate documentation of
death is sent.

SECTION NO.: 50167, 50223

MANUAL LETTER NO.:302

DATE:06/05/06 22C-6.1




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

B. EULL REFERRAL

A full referral packet contains
The following forms:

MC 179

MC 220

MC 221

MC 223

Appointment of Representative,
if Applicable

NOTE: When a retroactive onset date of
disability is requested, counties must submit a
full-disability packet to SP-DAPD because the
requested onset date of disability cannot be
established based on the death certificate. In
this instance, follow MEPM procedures (22C-
6.2) for submitting a full-disability packet.

NOTE: If death certificate is not available,
MC 220 signed by appropriate next-of-kin should
be sent.

5. When after a diligent search attempt with SSA,
MEDS or IEVS to obtain SSI case status, and
the CWD still is unable to verify receipt of SSI
benefits, CWD may request only verification of
SSI benefits for IHSS purposes from SP-DAPD.

NOTE: Before sending packet to SP-DAPD,
CWD must annotate on the MC 221 why
information was unobtainable. Packets without
this information will be returned as a Z56 to
CWD.

90 Day Status Letter

1. For applicant: sent at 80 days after application
date (SAWS 1), if packet has not yet been sent
to SP-DAPD for any reason.

2. For beneficiary: sent at 80 days from date MC
223 was signed.

(MC 179 box on MC 221 must be checked, if
applicable.)

Authorization for Release of Medical information for each
treating source (plus three extra releases with signatures
and date.)

Disability Determination and Transmittal

Applicant’s Supplemental Statement of Facts for
Medi-Cal based on disability.

Allows SP-DAPD to discuss specific case issues with
Authorized Representative.

SECTION NO.: 50167, 50223
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Other

Any applicable medical documentation previously
received, including documentation used for
granting PD. If medical records are readily
available, they may be submitted with packet.
However, do not delay sending packet to obtain
medical records.

Please see Guidelines to Requesting Medical
Records® (on pages 6.7-12) for further
information regarding the necessary medical
evidence for each specific impairment. Also, (on
page 6.13) see “DED Packet Review Checklist”
for a quick reference guide before sending a full
packet to State Programs DED.

C. PACKFT INFORMATION FOR RETROACTIVE MEDI-CAI

At Initial Application

. Within 12 Months Of Original
Application And Prior To SP-DED
Decision

Within 12 Months Of Application
And After A Favorable SP-DED
Decision

1. Determine if client réquested retroactive
Medi-Cal on MC 210;

2. Have client complete MC 210A for
specified months; and,

3. Assemble and send full packet to SP-
DED.

1. Have client complete MC 210A and

specify months requested;

2. Complete and send MC 222 to SP-DED
and specify retro months requested
under "Other”™ section.

1. Have client complete MC 210A and
specify months requested;

2. Complete and send himited packet to
SP-DED and indicate retro onset on
MC 221, along with copy of MC 221
which showed the SP-DED allowance.

SECTION: 50167, 50223
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BEFERRALS FOR DISARIFD FORMFR SSI/SSP RECIPIENTS

Clients under 65 years of age who are discontinued from SSI/SSP for reasons other than cessation
of disability (e.g., excess income and resources), and who are not receiving Title Il benefits, will
need to be referred to SP-DED to determine if disability established by SSA still exists. Disabled
former SSI/SSP recipients may also include individuals in long term care (LTC).

These clients fall under Bamas v. Myers court settlement, which entitles client to an extension of
Medi-Cal after SSI discontinuance, pending CWD determination of eligibility based on current
information from client. Additional information on Ramos v. Myers can be found in Article SE.

Be ibilit

CWD 1. Submit a limited packet to SP-DED
immediately upon client’s application for
Medi-Cal. Only the MC 221 is needed.
Indicate in the Comments Section that
"SSI/SSP discontinued for reasons other
than cessation of disability”.

2. Grant temporary Medi-Cal eligibility
pending a formal disability determination
by SP-DED.

SP-DED 1. SP-DED may be able to adopt SSA's

disability decision and onset date by
querying SSA records. The MC 221 will
be sent to CWD indicating approval.

2. if SSA’s mandatory reexam date (SSA
expected the medical condition to
improve) has passed or if SSA's disability
decision cannot be verified, SP-DED may
retum a limited packet to CWD as a Z56
case {no determination). A full packet
will be requested.

The RRB, a federal agency responsible for the retirement system for railroad employees, uses
SSA's disability criteria for Total and Permanent Disability benefits, but not for its Occupational
Disability benefits.

Recipients of Occupational'Disability who apply for Medi-Cal disability must have their claim sent
to SP-DED for a disability evaluation.

SECTION: 50167, 50223 MANUAL LETTERNO.: 174 DATE: 9/30/96 22C64
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The following steps are taken when an applicant for Medi-Cal based on disability, or when a
Medi-Cal beneficiary requests reclassification as a Medi-Cal disabled person:

1. Award | efter Available

When a client presents an RRB disability benefit award letter, benefit change notice, or
other verification from RRB, determine what type of RRB disability benefit is awarded.

Total And Perrpanent Disability

Occupational Disability

Type Of Award Not ldentified

2. . Award | etter Not Available

Occupational Disability

Reclassification Request

Client is_disabled for Medi-Cal purposes. Retain
copy of RRB's written statement; OR, document
disability onset date (or date benefits began),
type of RRB disability award, and date of
verification for the file.

Occupational Disability is based on an inability to
perform one's last railroad job and does not
consider the ability to perform other work.
Submit a full packet (MC 220, MC 221, MC 223)

-to SP-DED.

Client is responsible for obtaining a written
statement from RRB which identifies the type of
disability benefits awarded. Set a reasonable
time frame for compliance. If the client is unable
to obtain this verification, submit a full packet to
SP-DED and an MC 220 which authorizes
SP-DED to obtain copies of the RRB award
information.

If client states that award is for Occupational
Disability, and does not wish to obtain
verification from RRB, refer full packet to SP-DED
and include MC 220 which authorizes SP-DED to
obtain copies of RRB award information.

If Medi-Cal beneficiary alleges that RRB has
determined that he/she is disabled and would like
to be reclassified to Medi-Cal disabled category
but fails, or refuses without good cause, 1o
cooperate in providing proof about RRB disability
benefits, deny Medi-Cal request for
reclassification on basis of failure to cooperate.

DO NOT DISCONTINUE MEDI-CAl BENEFITS
until/unless all other linkage ceases or another
reason for discontinuance exists.

SECTION: E0167, 50223 MANUAL LETTER NO.:
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SENDING THE PACKET

Check forms and information included in packet to ensure consistency of client's name, Social
Security number and date of birth. Resolve any d:screpancy pertaining to disability issues before
sending packet.

Send packet to SP-DED na later than ten calendar days after date on the Statement of Facts
(MC 223) is signed by client, unless there are circumstances beyond CWD's control. When the

ten day rule is not met. the sumatnon must be documented in case. However, da_nat hold packet
if packet has already been

sem and itis dxscovered that chent is mehgtble, send MC 222 to SP-DED.

Example: Client fails to give completed information to CWD timely. Case record documents this
as the reason for not sending packet within ten days. CWD sends completed disability packet to
SP-DED while continuing to verify property issues. Whife packet is at SP-DED, CWD discovers that
client is ineligible. CWD sends MC 222 informing SP-DED that client is [neligible so that the
disability evaluation can be stopped.
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GUIDELINES TO REQUESTING MEDICAL RECORDS

This is a guide to assist counties who wish to expedite a client’s case
by obtaining or requesting medical evidence specific to the client's
impairments. The information is required for evaluation of Medi-Cal

disability cases and helps to avoid the need for a consultative
examination.

SENDING DISABILITY PACKETS TO SP-DED PENDING RECEIPT OF
MEDICAL RECORDS OR DENY THE APPLICATION FOR FAILURE TO

PROVIDE THE RECORDS.

Requirements by Body System

MUSCULOSKELETAL SYSTEM - Fractures, Back, Arthritis

vy v v v vy v v

Admission Summaries

Discharge Summaries, if available

History/Physical Examinations

Surgical Reports

X-Ray Reports - If serial x-rays are available, only the earliest and latest results are needed
Laboratory Reports - in cases involving inflammatory or rheumatoid arthritis

Medical and surgical notes describing pain, range of motion, atrophy, sensory motor,
reflex changes, gait disturbances, and functional restrictions

SPECIAL SENSE ORGANS - Vision, Hearing & Speech

Y v vy vy

Admission Summaries

Discharge Summaries, if available, History/Physical Examinations

Surgical Reports )
Sight: Central visual acuity before and after best correction; and visual field charts
Heanng: Audiograms - aided/unaided; speech discrimination tests; and
electronystagmography (ENG)

Because of the special provisions for the disabled blind claimant, the record of the earliest

date the individual became statutorily blind is essential - i.e. the first date visual acuity in the better
eye with correction was only 20/200 or less.
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RESPIRATORY SYSTEM - Bronchitis, Emphysema, COPD, Asthma, TB

Yy v v vy

Yy v.vyvy

Admission Summaries

Discharge Summaries, if available
History/Physical Examinations
Restrictive and Obstructive Disorders

Chest x-ray reports - Upright films are preferable. If serial x-rays are available, only the

earliest and latest results are needed.

Bronchograms

PFT - with spirograph (tracings) before and after bronchodilators
Blood gas studies and/or diffusion studies at rest and at exercise
Culture Reports - if any are available

CARDIOVASCULAR SYSTEM - Heart Disease

Y vV v Y Y Y Y Y Y Y Y VY VY

- Admission Summaries

Discharge Summaries, if available
History/Physical Examinations

EKG tracings (especially if documentation of ML1.) with interpretation and tracings

Reports of serial enzymes

Exercise (Treadmill) EKG (TET) with Tracings
Thallium Scans

Angiogram

Coronary catheterization

Echocardiogram

CBC -

Chest X-Ray

Description of Chest Pain

PERIPHERAL VASCULAR DISEASE

vy v v v VY

Same information as listed above for Cardiovascular System
Oscillometry - Doppler with exercise if available
Arteriography

Laboratory Reports (earliest and latest results are needed)
If senal x-rays, only the earliest and latest resuits are needed.

DIGESTIVE SYSTEM - Liver, Ulcers, Colitis

Yy Y v v

Admission Summarnes

Discharge Summaries, if available
History/Physical Examinations
Surgical Reports
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Height and Weight

X-Ray Reports - If serial x-rays are available, only earliest and latest results are needed.
Laboratory Reports (serial liver function tests over 5+ months)

Malabsorption stool tests

Reports on any endoscopic procedures

Yy vy v v

GENITOURINARY SYSTEM - Kidney Failure

Hemodialysis - any records, whether undertaken or planned
Any indication whether dialysis is chronic or acute

Any indication of the need for a kidney transplant

Serum creatinine or creatine clearance tests

Renal Biopsy Reports '

Sonograms

Renal Profusion Studies

CBC

Weight & Height

IV Pyelogram

Cystoscopic examination

X-Ray Reports - If serial x-rays are available, only the earliest and latest results are
needed.

Yy v Y Y Y Y Y Y Y Y VY

HEMIC AND LYMPHATIC SYSTEM - Anemia, Sickle Cell, Leukemia

All Laboratory Work - especially serial hematocrit

Sickle Cell Anemia - any documentation of thrombotic crisis hemorrhage or blood clots.
X-Ray reports

Any Pathology Reports

Yy v.v v

SKIN

Admission Summaries
Discharge Summaries, if available
History/Physical Examinations
Dermatological Report

Progress Notes

Biopsy Reports

Yy v vV ¥vY Y VY
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ENDOCRINE AND OBESITY SY. STEMS

Admission Summaries

Discharge Summaries, if available

History/Physical Examinations

Laboratory Studies

X-Rays for Osteoporosis and Osteoarthritis

Neurological Examination

Ophthalmological Examination

Surgical Reports

Doppler Tests

Arteriogram

Height and Weight )
Description of Limitation of Motion or Functional Limitation
Chest X-Rays

PFT with Tracings

Y Y ¥ Y Y Vv VY Y VY VY VY VY

NERVOUS SYSTEM

Common Conditions: Epilepsy, CVA, Brain Tumors, Cerebral Palsy, Parkinson’s Disease,
Muttiple Sclerosis, Polio, Spinal Cord Injury

Admission Summaries
Discharge Summaries, if available
History/Physical Examinations
Neurological Examinations
EEG

Anti-convulsant blood levels
CT Scans and X-Rays
Psychological Examinations
‘Surgical Reports

Muscle biopsy

EMG .

Nerve conduction test

Y Y Y VY VY Y VY VY VY

MENTAL DISORDERS

Psychiatric Evaluation
Psychological test results
> Psychological evaluations
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All records (including Admission and Discharge Summaries) of all hospitalizations or
treatments during the past (four) 4 years. :

Description of daily activities and function levels

List of all prescribed medication

History of drug, alcohol use or dependence

NEOPLASTIC DISEASES - Cancer

Yy ¥ Y Y Y VY Y VY Y

Admission Summaries

Discharge Summaries, if available
History/Physical Examinations

Biopsy and surgical pathological reports
Surgical Reports

CAT Scans, MRI

Chemotherapy, radiation effects
Laboratory Reports

Tumor Board Recommendations

IMMUNE SYSTEM - HIV Infection, AIDS, Systemic Lupus, Scleroderma, Connective Tissue
Disorder, Vasculitis, Polymyositis

vy v vV ¥V ¥ vV ¥V ¥ Y ¥V ¥V ¥V V¥V V¥V Y Y VYY

Admission Summaries

Discharge Summaries, if available

History/Physical Examinations

Laboratory Reports (blood tests, stool tests)

Biopsy Reports

Microscopy (histology, cytology, pathology)

IV test (antibody, antigen, cultures)

Other Cultures (sputum tests)

PFTs

Blood Gas Studies

Neurological Exams

Angiography

Clinical findings cognitive/motor dysfunction

Weight loss with diarrhea/weakness/fever - (Height and Weight)
Brain imaging

Description of how fatigue impacts activities of daily living
Psychological Evaluations and Test Results

History of drug and alcohol abuse
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DED PACKET REVIEW CHECKLIST

The use of this checklist will help to reduce disability packet returns from DED by ensuring that all forms

are present and correctly completed.

A. MC 221 (6/93 revision) See the Medi-Cal Eligibility Procedures Manual Section 22 4.5/7

N’/

A~ A A A
N’

S’

Is the CWD address on all three copies of the MC 2217

Does item #5 include the month/day/year, and Retro Onset, if needed?

If the case is a resubmitted packet, has a new MC 221 been prepared; is a copy of the prior
MC 221 attached?

If a reevaluation is being requested, has the reason for reevaluatlon been stated in Item #10?
If a reopening is being requested because of a hearing remand, is a copy of ALT's decision
attached? (copy of the entire decision - not just the last page of the decision).

For redetermination cases, is it speczﬁed, in Item #10, whether the break in aid was dueto a
medical or a non- medical reason; is a copy of the prior MC 221 attached?

If there are any unavoidable omissions in the packet (e.g., missing address information for a out
of state medical source which the applicant cannot provide) has an explanation as to why the
information cannot be provided been stated in Item #10

B. MC 223 (6/94 revision) See the Medi-Cal Eligibility Procedures Manual Section 22 C-4.7/11

()
)

)

Has the MC 223 been thoroughly completed?

Is Item #6 filled in with the applicant's alleged medical problem(s)? (Do not write "see
attached"or "see medical records”, etc.)

Are complete addresses and dates of treatment (at least month/year) given for each source
listed in Items #7-10 and on Page 8?7

C. MC 220 (7/93 revision) See the Medi-Cal Eligibility Procedures Manual Section 22 C-4.2/5

)

()
O

NN
N’

()

Is there a sufficient number of MC 220s in the packet to cover every source listed on the

MC 223-Items #7-10 and on Page 8?

Are there three additional blank MC 220s, signed by the applicant, included?

Are all MC 220s signed by the applicant? If not, indicate specific physical or mental incapacity
that prevents applicant from signing and specify the relationship of person signing for the
applicant on the release. The "I authorize..." line is for the medical source's name only.

If applicant is deceased, send death certificate and/or hospital admission notes with reason for
death and the doctor's signature; otherwise send a complete packet.

Please make sure that the MC 220s have not been altered.

Are the MC 220s signed with an X or an unrecognizable symbol? If so, the MC 220s must also

be signed by a witness and the relationship of the witness to the applicant must be stated on the
release.

Do not date the MC 220s. (MC 220s that are 90 days after the date of application cannot be
used).
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22C-7 — COMMUNICATING WITH STATE PROGRAMS - DISABILITY AND
ADULT PROGRAM DIVISION (SP-DAPD FORMERLY SP-DED) AND
DHS ABOUT CHANGES AND STATUS

1. NOTIFYING SP-DAPD ABOUT CHANGES

A. MC 222 LA/MC 222 OAK — DAPD PENDING INFORMATION UPDATE FORM

When a disability evaluation is pending, CWD will notify SP-DAPA about changes
in client’s situation, which affect eligibility or which would enable SP-DAPA to
contact client. MC 222 LA/Oak is used to submit changes and to report information
to SP-DAPA

CWDs who send plackets to Los Angeles SP-DAPA will use MC 222 LA. Other
CWDs who send packets to Oakland SP-DAPA will use MC 222 Oak.

B. TYPE OF CHANGES TO REPORT TO SP-DAPD

1. Change in client’s address.
2. Changes in client’s name, telephone or message number.
3. Denial or discontinuance of client on basis of nonmedical information (e.g.,
excess property).
4. Withdrawal of application.
5. Cancellation of Authorization for Release of Information (MC 220) by client.
6. Death of client.
7. Receipt of new medical evidence (attach new medical evidence to
MC 222).
8. Availability of interpreter (Provide name and phone number).
9. Change in EW.
10. Any other pertinent information, which affects SP-DAPD’s actions on a
pending case.
C. SP-DAPD ADDRESSES
Disability packets from Imperial, California Department of Social Services
Los Angeles, Orange, Kern and Disability and Adult Programs Division
San Diego Counties must be Los Angeles State Programs Branch
Send to: P.O. Box 30541, Terminal Annex
Los Angeles, CA 90030
(213) 480-6400/ 8-677-6400 CALNET
FAX: (800)869-0188
Disability packets from all other California Department of Social Services
Counties must be sent to: Disability and Adult Programs Division
Oakland State Programs Branch
P.O. Box 23645

Oakland, CA 94623-0645
(510) 622-3756/ 8-561-3756 CALNET
FAX: (800) 869-0203
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MC 4033 - DISABILITY LISTING UPDATE FORM

CWDs will use MC 4033 to notify the state of any changes to 1) Medi-Cal Liaison
List for Disability Issues, or 2) Medi-Cal Liaison List for Quarterly Status Listings
for Pending and Closed Disability cases. Check appropriate list and specify items
being updated.

These lists are updated on a regular basis and contain names and phone
numbers of CWD liaisons, which DHS-MEB and SP-DAPD may need to

communicate with CWDS.

2. RECEIVING AND REQUESTING CASE STATUS INFORMATION FROM SP-DAPD

A QUARTERLY COMPUTER STATUS LIST
CWDs will receive a quarterly computer status list from SP-DAPD regarding
pending and closed disability cases, along with instructions on its use. If a
particular case was forwarded to SP-DAPD prior to most recent quarterly list and
does not appear on list, CWD may contact SP-DAPD Program Support unit by
telephone or in writing to obtain status information, as follows:
Los Angeles State Programs Branch Oakland State Programs Branch
Myra Ancla Lis Okamura
Operations Support Analyst Operations Support Analyst
CDSS-DAPD-LASPB ' CDSS-DAPD-OSPB
P.O. Box 30541, Terminal Annex P.O. Box 23645
Los Angeles, CA 90030 Oakland, CA 94623-0645
(213) 480-6453 (510) 622-3787/ 8-561-7387 CALNET
B. USE OF DISANBILITY LISTING UPDATE FORM (MC 4033)
A combined list of Medi-Cal liaisons, district office codes, addresses and
telephone numbers will be used to distribute the quarterly status reports. Form
MC 4033 (Disability Listings Update) should be used and sent to the department
of Health Services (DHS) to provide updated information to the list. DHS's
address is listed on the form.
C. QUESTIONS AND INQUIRIES ON SPECIFIC CASES
In urgent or unusual circumstances, questions and inquiries about specific cases
may be directed to the Disability Evaluation analyst (DEA) assigned to the case,
or the Unit Manager. To determine which DEA or Unit is assigned to case,
provide client’'s name and Social Security number to Masterfiles, at the following
numbers:
Los Angeles State Programs Branch Oakland State Programs Branch
Masterfiles: Masterfiles:
(213) 480-6400 (510) 622-3756
8-677-6400 CALNET 8-5613756 CALNET
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3. CONTACTING THE STATE DEPARTMENT OF HEALTH SERVICES (DHS)

A.

PROBLEMS WITH CASE STATUS INFORMATION

If CWDs experience problems with. obtaining case status information which cannot be
resolved with SP-DAPD, appropriate CWD staff should notify the state Department of Health
Services, Medi-Cal Eligibility Branch (DHS-MEB).

PROBLEMS WITH DISABILITY REFERRAL POLICIES AND PROCEDURES

CWDs should refer disability referral policy and procedure issues to DHS-MEB through their
Medi-Cal liaison or disability coordinator.

CONSISTENTLY DELAYED DECISIONS

Where disability decisions are consistently delayed (i.e., not corhpleted in a timely manner),
CWD should notify DHS-MEB through appropriate channels.

UPDATING THE MEPM DISABILITY PROCEDURES

DHS-MEB may be informed in writing about corrections, updates or additions to the MEPM
so that disability procedures may be kept up to date.
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22 C-8 - PROCESSING SP-DAPD Decisions

1. DISABLED
A. SP-DAPD ACTION

Fully Favorable Allowances

Partially Favorable Allowances

MC 221 disability portion will be completed and
returned to counties.

MC 221R Attachment will be included with

MC 221 decision document if disability onset
date is AFTER date of application, or if client
was not found disabled during requested period
of retroactive coverags.

A “Rationale” for decision will give the reasons for
the less than favorable allowance.

ALLOWANCE CODES
MIDAS DEFINITION
Ag1 Condition meets severity of SSA Listing of Impairments.
AB2 Condition equals severity of Listing. For adults.
A63 Medical/vocalional considerations result in favorable decision for adults.
A64 Medical/vocational considerations - arduous unskilled work profile.
AS5 Continuance for reexamination case review.
A8 Reversal by Administrative Law Judge at State Hearing.
Ag99 Adoption of federal {(SSA) Allowance/Continuance decision
B61 Statutory blindness.
A65 Disabled chlid claim - medically equals severity of Listing.
A6B Disabied child claim - functionally equals severity of Listing.

B. CWD ACTION

Approve

Tickle

Applicant is disabled, if otherwise eligible, or
reclassify beneficiary as Disabled-MN.

Case for re-submittal to SP-DAPD as a re-exam
case when a re-exam date is shown. Re-exam
dates are set when medical improvement is
expected. DHS will send a reminder letter to
counties in the month the re-exam case is due
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Mail - Rationale for decision to client, which explains a

ﬂartially favorable allowance.

OTE: The MC 221 and MC 221(R) Attachment

are NEVER sent to client.

2. NOT DISABLED

A

SP-DAPD ACTION

MC 221R Block is checked “is not disabled” or “is not
blind”, is NEVER SENT TO CLIENT for any
reason. The top of the document is annotated

“Do Not Mail to Applicant.”

MC 221 (R) Attachrnent (decision Explains specific reasons for denial and is

NEVER SENT TO CLIENT for an
top of the document is annotated
Applicant.”

f

reason. The
Do Not Mail to

Also altached to the MC221R will The Rationale is an unnumbered, untitled, and
be the Rationale unsigned letter, which explains the reason for
denial, and “"Must be mailed to client”. The

language at the top of the lefter will inform CWD

to "Mait to Applicant.”
DENIAL CODES

MIDAS DEFINITION

N30/N41* Condition not severe.

N31/N42* Capacity for SGA - any past relevant work.

N32/N43* Capacity for SGA -- other than past relevant work.

N34/N45* Condition prevented SGA for a period of less than 12 months. (For child,
condition disabling for a period of less than 12 months.)

N35/N46* Condition prevented SGA at time of decision but is not expected to prevent
SGA for a period of 12 months. (For child, condition disabling at time of
decision but not expected to be disabling for a period of 12 months.)

N43/N51* Disabled child claim impairment severe - but does not meet or
medically/functionally equal.

N44 For child, impairment not severe. With or without visual impairment alleged.

N41 Blind evaluation anly -- not statutorily blind.

Nb57 250% Working Disabled Program- Vocational Denial

Z53 Adoption of federal (SSA) denial/cessation decision - SSA's disability
decision is controlling over Medi-Cal's decision.

NS5 Cessation on re-examination case review.

Z59 Adoption of Federal Denial Cessation Decision where DA/A was malterial
to the decision.
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* Indicates visual impairment alleged.

B. CWD ACTION

Evaluate Evaluate eligibility under other existing Medi-Cal
linkage before denying/discontinuing client.

Deny/Discontinue Claim If disability is the only linkage to Medi-Cal, client
will be denied/discontinued.

Send Notice of Action (NOA) If denied/discontinued, allach Rational to NOA; if it
is not attached, the NOA will be invalid,

3. NO DETERMINATION DECISIONS

"Z" codes indicate that no substantive decision was made to allow or deny a claim, and generally
signify that some action is needed by CWD. After taking appropriate action, CWD must send a
90-Day Siatus Letter (MC 179) to client {except for Z56 and Z55 cases), if it is now the 80th day, or if
it is evident that SP-DAPD will not be able to make a decision by the 90th day. If MC 179 is sent to
client, include copy in packet being resent o SP-DAPD.

NO DETERMINATION CODES

MIDAS | DEFINITION

256 Withdrawal by CWD. (When CWD requests that SP-DAPD stop development due to
withdrawal of claim, SP-DAPD will do so and send MC 221 to CWD. { After sending
NOA, no further CWD action is necessary.)

Z55 CWHD return for packet deficlency includes failure Issues. This return from SP-DAPD
means that additional information is needed. CWD will complete the information
requested and forward packet to SP-DAPD

270 Duplicate cases — prior case in same State Programs Branch.

Z71 Duplicate cases — prior case in other State Programs Branch.

Z56 Other no determination situations, includes fallure issues (non-redetermination
cases).

256 Other no determination situations In redetermination cases only.

256 Other no determination situations for redetermination cases with inappropriate

re-exam dates.
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A. SP-DAPD ACTION IN Z56 DECISIONS
MC 221 Returned to CWD SP-DAPD will indicate that a decision could not be

made and why.

SP-DAPD may ask help in locating client,
obtaining client's cocoperation in attending a
consuitative exam, completing forms, or having
client contact SP-DAPD.

B. CWD ACTION FOR 7256 DECISIONS

1. Evaluate If Good Cause Exists

CWD will attempt iwo separate contacts with client (phone, letter or in person), per
Title 22, Section 50175 (a) (1) and (6}, to obtain client cooperation or needed
information. If good cause is claimed, determine if there Is good cause for non-
cooperation. Good cause includes:

b.

Failure of CWD to provide client with appropriate forms.

Failure of CWD to inform client that failure to cooperate with SP-DAPD will
result in denialftermination.

Failure of postal service to deliver required form(s) or information in a timely
manner.

Physical or mental iliness or incapacity of client or authorized representative
which precludes timely completion of requested information or requests to
be present at scheduled appointments,

Level of literacy along with social or language barriers which precludes client
or authorized representative from comprehending instructions.

Failure of CWD to properly process SP-DAPD packet.

Unavailability of transportation to reach a required destination.

If Good Cause After obtaining client's cooperation, CWD must
Exists resubmit packet:
1. If DAPD returned the packet within 30

days of being resubmitted, CWD will send
a limited packet containing a new MC 221
if there are no new allegations or
trealment sources; or

2. If it has been more than 30 days since
DAPD retumned the packet, CWD must
send a full packet containing a new MC
221 and if new medical conditions are
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claimed, andfor there are new or
additional medical sources or information,
a new MC 223 will be needed,

and
3. Additional MC 220s, as necessary.
If Good Cause CWD wil deny application or discontinue
Does Not Exist beneficiary, if no other linkage exists.
2. Determine Whether State Hearing Was Reguested
If State Hearing CWD shall follow the decision of the hearing.
Requested by
Client
If State Hearing CWD must have the client reapply.
Not Requested
by Client
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22 C-9—PROCESSING REEXAMINATIONS, REDETERMINATIONS AND
REEVALUATIONS

BACKGROUND

Cases which have had a decision made by State Programs-Disability and Adult Programs
Division (SP-DAPD) formerly known as SP-DED, shall be resubmitted for another review by
SP-DAPD for any of the following reasons:

A. Reexaminations
B. Redeterminations
C. Reevaluations

IMPORTANT: Because the criteria for resubmitted cases differ from.initial referrals, the
type of referral must be correctly identified on the MC 221. Include a copy of prior MC 221
in SP-DAPD packet whenever possible to provide a more complete picture of client’s
overall medical condition. [f the copy of the prior MC 221 is not obtainable, note this on the

new MC 221.

PROCEDURES
A chart at the end of this section summarizes the procedures and identifies the types of

resubmitted cases, criteria for resubmitting cases, the forms to include in the disability
packet, and the client’s eligibility status while a SP-DAPD decision is pending.

A. REEXAMINATIONS

Most reexaminations (reexams) are mandatory reexams because medical
improvement is expected. The reexam date is shown on the prior MC 221. In most
cases, the beneficiary will continue to be considered disabled until his/her medical
condition has improved and has been determined no longer disabled. Medical
reexams are needed when one of the following occurs.

1. No Federal Disability Decision Involved

a. SP-DAPD will notify Department of Health Services (DHS) of the cases
currently due for medical reexam. DHS will purge the list (i.e., deleting
beneficiaries that have Social Security disability entitlement) and forward the
list to the Medi-Cal disability liaison in each affected county. Upon receipt,
counties should submit a full-disability packet to SP-DAPD within 90 days from
the list date or notify DHS by returning the list indicating the reason why the
disability packet was not sent.

b. The EW observes or receives information that the client’'s medical condition
may have improved.

Examples:

Client becomes employed within 12 months of the date of application for
disability.

Client came into the office using a walker or crutches, but is observed leaving
the office without their use.
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c. During a case review, the EW notices that the medical reexam date is past
due.

The County Welfare Department (CWD) will submit a full disability packet to SP-DAPD for
each reexam case. A full packet consists of a current MC 221, a copy of the prior

MC 221, an MC 223 and a signed and dated MC 220 for each medical source listed on the
MC 223. Also include three additional signed and dated MC 220’s in case additional

sources are identified. Any new medical records or reports should also be included.

EXCEPTION: If the client’s file shows that the Social Security Administration (SSA) .
determined the client to be disabled and SP-DAPD adopted SSA’s decision, contact SSA
immediately to determine whether disability continues. If SSA benefits continue, no referral
to SP-DAPD will be needed when the reexam date is due, because SSA’s determinations
are binding until SSA revises its decision. v :

If SP-DAPD adopted an SSA allowance and SSA finds that the beneficiary is no longer
disabled, follow procedures similar to those under, “Federal Disability Decision Involved.”
Medi-Cal benefits cannot be discontinued until the SSA decision has become “final,”
meaning that the beneficiary no longer has an appeal pending at SSA on the cessation
issue. In this instance, CWDs will need to periodically check (e.g., at each annual
redetermination) with the beneficiary or with SSA to obtain status of the SSA appeal.
CWDs can also look on the MEDS INQP screen in the “Appeal And Notice Of Action
Information” field under “Appeal-Level” to check the status of an SSA appeal; however, this
information is not always updated.

2. Federal Disability Decision Involved

a. When SP-DAPD initially allows disability and a reexam is due and if a
subsequent SSA federal disability claim is allowed, SP-DAPD will adopt the
federal medical reexam date if case is not pending or if the reexam is set at a
future date.

i. If SP-DAPD received a referral from the CWD on a case where a
federal SSA Title I/SSI disability medical reexam case is not pending,
SP-DAPD will return the MC 221 with the following comment:

“Medi-Cal for this individual is based on current federal Title 1I/SSI
disability benefits. The federal case is controlling. SSA’s
determination is binding until SSA revises its decision”.

i. If SP-DAPD received a referral from the CWD on a case where the
federal Title 11/SSI medical reexam is pending, then SP-DAPD wiill
return the MC 221 with the following comment.

“Medi-Cal for this individual is based on current federal Title 11/SSI
disability benefits. The federal case is controlling. SSA is currently
conducting a reexam. The CWD should verify disability status with
SSA in 60-90 days.”

ii. SP-DAPD initially allowed the case. Subsequently, a federal
disability denial determination was made. The beneficiary has
exhausted all federal appeal rights. The federal disability decision
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was 12 or more months prior to SP-DAPD’s reexam date.

The CWD should verify with SSA that a final disability decision was
made and discontinue the case at that point. CWD will not refer the
case to SP-DAPD for a reexamination because the recipient is no
longer Medi-Cal eligible based on disability.

iv. Prior SP-DAPD allowances when reexam dates are due and there
was a federal termination for non-disability reasons (e.g., over income
limits, failure to cooperate or client’s whereabouts are unknown, etc.).
SSA will not perform reexams on these disability cases because client
is no longer in SSA pay status.

The CWD will refer these cases to SP-DAPD as reexam cases. The
DHS reexam cover letters sent to counties will indicate how the case
should be referred.

SP-DAPD initially allowed disability. However, a subsequent federal disability
denial determination was made. The SSA appeal is pending or it is less than
90 days since the most recent SSA denial.

SP-DAPD will not complete a reexam on these cases.

SP-DAPD will, instead, close the case as a “No Determination” and reset the
medical reexam date to a future date. SP-DAPD will return the MC 221 with
the annotation, “An appeal is pending on a federal Title 1I/SSI denial/cessation.
The case remains under SSA jurisdiction. A revised reexam date has been set
for (date). At thattime, SP-DAPD will determine whether a
medical reexam is necessary.”

The future revised medical reexam date will be set according to the following
timeframes:

i If the SSA appeal is pending at the reconsideration level, SP-DAPD
will reset the reexam for nine months from the date the
reconsideration was denied. If no appeal of that decision is pending,
SP-DAPD will reset the reexam for 90 days from the reconsideration
decision date.

v. Ifthe SSA appeal is pending at the Disability Hearing Unit (DHU),
SP-DAPD will reset the reexam for nine months from the date the
case was assigned to the DHU.

iii. Ifthe SSA appeal is pending at the Office of Hearings and Appeals
(OHA), SP-DAPD will reset the reexam for two years and three
months from the date the OHA request was filed.

If the SSA appeal is pending at the Appeals Council, SP-DAPD will
reset the reexam for two years and three months from the date the
Appeals Council review was requested.

;.
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Under 3272.2 of the State Medicaid Manual, the Centers for Medicare and
Medicaid Services has directed states to do the following: “If an individual
receiving Medi-Cal based upon disability is later determined by SSA not to be
disabled, and the beneficiary is not eligible for Medi-Cal on some other basis,
he/she is entitled to receive continued Medi-Cal eligibility if he/she timely
appeals the SSA disability determination”. Therefore, CWDs will continue to
aid a Medi-Cal beneficiary who was approved Medi-Cal eligible due to disability
and who subseguently receives a disability denial determination from SSA, if
the beneficiary timely appeals the SSA denial. Once the SSA disability appeal
is no longer pending, and the SSA’s final decision is a denial, the CWD will
discontinue the case because the recipient is no longer Medi-Cal eligible based
on a disability. CWD should not refer case to SP-DAPD for a reexamination.

If SP-DAPD determines that the client is no longer disabled, SP-DAPD will annotate the
MC 221 in Item 13, “Ceases to be Disabled,” and return the MC 221 to the CWD. The
CWD will determine whether any other Medi-Cal linkage can be established. If not, the
CWD will send the client a timely discontinuance notice because he/she is no longer
considered disabled within the meaning of the law. His/Her Medi-Cal benefits will be

discontinued.

B. REDETERMINATIONS

This type of referral is made for a client who was previously determined disabled by
SP-DAPD, who is (1) subsequently discontinued from Medi-Cal for a reason other
than disability and, (2) who later reapplies after a break in aid alleging that disability
continues to exist.

A limited DAPD packet MUST be sent on ALL redetermination referrals unless the
following circumstances exist, in which case, a full DAPD packet must be
submitted:

. The reapplication date is more than 12 months since the client was
discontinued from Medi-Cal,

No reexam date was set on the previous MC 221 approving disability,
A reexam date is currently due or past due,

A reexam date is unknown, or

An improvement in the client’s condition is noticed.

A copy of the prior MC 221 must be included with either a limited or a full DED
packet. :

Unless there is linkage other than disability, the case must be placed in pending

status and not granted Medi-Cal benefits until SP-DAPD returns the case with a
determination.

Upon receipt of a disability packet, SP-DAPD will check with SSA to determine whether
there has been a subsequent federal SSA Title Il or SSI disability determination within the
past 12 months. If there has been a subsequent federal disability denial/cessation
determination that is binding on the State, SP-DAPD will adopt the denial/cessation and
instruct the county to refer the applicant back to SSA.
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If the CWD receives a “No Determination” decision from SP-DAPD due to the above, the
CWD should follow procedures specified in 22C-1(2) (A) to deny the case.

Example: SP-DAPD approved the case in January 1997 with a June 2000 reexam date.
Client was discontinued in April 1999 for reasons other than disability and requests a
restoration of the case in November 1999. The CWD must pend the application if there is
no other linkage and submit a limited disability packet. SP-DAPD will check with SSA and
if there is an SSI disability denial determination, e.g., July 1999, SP-DAPD will most likely
return the case to the CWD as a “Z53” (denial due to adoption of federal (SSA)

denial/cessation decision).
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TYPE OF REFERRAL

WHEN USED (CRITERIA)

WHAT TO INCLUDE

ELIGIBILITY PENDING
DAPD RESPONSE

Reexamination

Used when evaluation of disability
needed to see if medical improvement
has occurred. To be used when one
of the following occurs:

¢ DAPD has established a recxam
date;

*  Client becomes employed; or

o Other circumstances lead EW to
believe condition has improved.

1. Copy of prior MC 221 (note on
new MC 221 if not available);
AND

2. A new MC 221 marked

¢ “Reexamination” in [tem 8; and
*  State reason for reexam in
Item10;

3. A new MC 223 (not photocopy
of old MC 223);

4. MC 220 for every medical source
(plus 3 extra MC 220s which are
signed and dated only); and

5. Any new medical record, if given
to EW,

Eligibility continues UNLESS:

o Client fails to cooperate with DAPD;

¢ Whereabouts unknown/loss of contact;

*  DAPD determines client is no longer disabled
and there is no other linkage; or

*  Another reason for discontinuance exists, ¢.g.,
excess property, :

Redetermination

Used when client meets all of the
following criteria:

*  Previously determined disabled

by DAPD;
¢ Received Medi-Cal as a disabled
person;
AND

e Was discontinued for a reason
other than disability.

A LIMITED PACKET:
1. Copy of prior MC 221 (note on
new MC 221 if not available);
AND
2. Anew MC 221 marked
¢ “Redetermination” in ltem 8;
and
e “Redetermination Afier Break
In Aid of 12 months or less” in
ltem 10 is required on ALL
redeterminations unless full
packet is required under one of
the circumstances below.

A FULL PACKET:

1. Copy of prior MC 221 (note on
new MC 221 if not available);

AND
2. New MC 221 marked
“Redetermination” in ltem 8,

. MC223; and

4. MC 220 for every mmedical source
(plus 3 extra MC 220s signed and
dated only) is required under one
of the following:

w

Eligibility cannot be established

¢ Until DAPD decision is received;

*  Unless client meets “presumptive disability”
criteria; or

¢ Until client has established linkage under another
category.
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

22D — DISABILITY EVALUATION DIVISION PROCEDURES

BACKGROUND

The Disability Evaluation Division (DED) of the State Department of Social Services is responsible
for the medical determination of disabiity, whereas the County Welfare Department (CWD) is
responsible for the non-medical portion of determining eligibility for Medi-Cal disability.

TWO COMPONENTS OF DED

The Federal Branches determine disabiity for the Social Security Administration’s (SSA’s) Title |I
program and Title XV, the Supplemental Security income (SSI) program. :

There are two Bureaus of the State Programs (SP) Branch, one located in Los Angeles, the other
in Oakiand. They determine disability for Title XIX, Medi-Cal, using SSA’s criteria for disability under
SSL )

INTAKE

Upon receipt of a disability packet sent from CWD, SP-DED will perform the following activities:

Disability Packets Received Upon receipt, packets are reviewed for
- completeness. If incompiete or incorrect, SP-DED

retums packet with a cover letter explaining

actions needed by CWD, prior to resubmitting

packet to SP-DED.

Disability Packets Accepted i complete, packets are accepted and pertinent
applicant information is entered into SP-DED’s
computer.

Case Assigned Cases are assigned to a medical review team: a

Disability Evaluation Analyst (DEA) and a Medical
Consuitant (MC), a medical doctor. The DEA/MC
teammmed’mlandvomonalfactorsm
disability claims.

Case Queried Cases are queried via the SP-DED computer
system to determine if there is a federal Title H or
Title XV1 disabiity claim pending.

No valid federal decision available or
dlaim: SP-DED processes the claim and maka

~anndependemdetemunanon
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

4. CASE PROCESSING

Obtains ‘Medical Evidence

" Makes Client Contact

Applies Disabiiity Criteria

Assesses Vocational Factors For Aduits

Assesses Age-Appropriate Activities For
thldren

Initiates Presumptive Disability (PD)

Valid federal decision available: SP-DED adopts
the federal decision.

Pending federal claim: SP-DED assesses the
status of the pending claim and either initiates
development or waits to adopt the federal
jecisi

SP-DEDdevdops&s&sbobhhaﬂnememwaerréevammsuchasa
vocational and/or social history. SP-DED performs the following activities:

Medical evidence is needed to document
impairments in terms of specific signs, symptoms
and laboratory findings.

Client contact may be made to obtain additional
information. Client may also be asked togoto a
consultative examination paid for by the state. If
contact is unsuccessful, claim may be retumed to
CWD for assistance in contacting client or
obtammg necessary cooperation .to process

Medical criteria for Disability are based on SSA’s .
Listing of Impairments which contain over 100
an adult from working or, for chidren, from
performing age appropriate activities.

Vocational factors are assessed to determine
client’s ability to do work-related activities when a
finding of disability cannot be made on medical
considerations alone.

When a finding of disability cannot be made on
medical considerations alone, SP-DED assesses
a chid's abiity to function independently and
effectively in an age-appropriate manner.

When a PD decision has not been made and
client has a condition for which PD can be
granted, SP-DED wil alet the CWD and
document the PD decision.

‘! ’:- P 4
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Performs Medical Deferment

Documents Decision

Performs Reexaminations

Cases can be medically deferred for up to three
months when future evidence is needed to
assess duration and severity of an impairment.

Medical deferment is an exception to the rule,
rather than a routine procedure. Common
reasons are strokes or heart surgery. SP-DED
will send informational form SPB 101 to CWD
which provides the reason for the medical
deferment.

When a decisibn is made, it is explained on
MC 221 orits attachment. The original copy is
sent to CWD.

NOTE: If a decision is less than fully favorable,
CWD may use the Personalized Denial Notice to
explain to client the reason for the decision, but
should not send a copy of the MC 221 or its
attachment with client’s Notice of Action.

When a reexam date arrives, CWD must submit
cases for a medical review by SP-DED, except
for decisions which were adopted from a
federal claim.

Disability ends if evidence shows there is
medical improvement related to the ability to
work, or the ability to engage in age-appropriate
activities in Disabled Child cases.
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